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A: a diuretic and myocardial stimulant, 
Glucophylline has been an important factor in enabling many persons 
with arteriosclerotic and hypertensive heart disease to return to normal 
activity. A “double salt”—a combination of theophylline and methyl 
glucamine—Glucophylline is more soluble and effective, and causes 
far less gastrointestinal irritation than theophylline alone. @ Clinical 
tests have shown that Glucophylline produces a diuresis that compares 
favorably with other theophylline compounds. In one series of tests, the 
average excretion produced by the drug in normal men was 702 cc. as compared 
with 280 cc. without the drug. @ Glucophylline is supplied both in 2.34-grain 
tablets, representing 1.18 grains of theophylline, and in 4.68-grain tablets, 
representing 2.36 grains of theophylline, in bottles of 20, 100 and 1000 tablets. 
For certain cardiac cases where a sedative is required, Glucophylline and 
Nembutal tablets are available, containing either 2.34 grains of Glucophylline 
and \4 grain of Nembutal, or 4.68 grains of Glucophylline and 4 grain 
of Nembutal, in bottles of 20, 100 and 1000 tablets. 
Assotr Lazoratories, North Chicago, Illinois 


Glucophylline 


( Theophylline - Methyl Glucamine, Abbott) 
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Rocky Mountain Spotted Fever 


By GEORGE E. BAKER, M_.D., F.A.C.P., Casper, Wyoming 


OCKY mountain Spotted Fever, fre- 

quently termed ‘spotted fever’ or ‘tick 
fever,’ can no longer be considered as 
an obscure disease entity limited to the 
western states and portions of adjacent 
areas. During the past 12 years the dis- 
ease has been encountered with increas- 
ing frequency in other sections of the 
United States. From necessity it has 
come to demand consideration by physi- 
cians over the country. To the present 
writing the disease has been identified 
in 41 of the 48 states. Although the yearly 
total of 550 to 600 cases is rather insigni- 
ficant when one considers the total popu- 
lation, fatality rates from the disease 
are quite alarming, The gross mortality 
approaches 23%, rates for the East be- 
ing 18% and for the West 28%. In other 
words, every fifth individual who con- 
tracts Rocky Mountain Spotted Fever is 
doomed to die of the infection. 


It is unfortunate that physicians in 
other than the western endemic areas 
are for the most part unfamiliar with 
manifestations of the disease. It is im- 
perative that those who encounter it with 
considerable frequency record their ob- 
servations, in order that their colleagues 
be made conversant with an entity which 
has potentialities for nationwide dissemi- 
nation. 


Practicing medicine in the western en- 
demic area, in a section of Wyoming 
where tick fever appears with consider- 
able frequency, I have had an unusual 
opportunity for intensive study of its 
various aspects. Since 1927, 1070 cases 
of the disease have been reported to the 
State Health Department, 144 of these in 
Natrona county. Of this number, 209 in- 


Fig. 1. Female and Male of the wood tick 
or of the disease in the western endemic 
states. 


Fig. 2. Male and Female of the dog tick 
or of the disease in the eastern states. 


dividuals have died; 29 of them in our 
county. Mortality for the entire state 
has been 19.5%; for Natrona county, 20%. 
As might be expected, a disease entity 
which terminates fatally for every fifth 
individual contracting it has demanded 
earnest consideration from members of 
the local medical profession, residents of 
the community and surrounding rural 
areas. For that reason, many citizens 
take very definite precautions in order 
to prevent exposure to infection. 


Tick fever is transmitted only by ticks. 
In the western endemic area, the wood 
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tick (dermacentor Andersoni) is vector 
of the disease; (Fig. 1.) in the eastern 
and midwestern area, the common dog 
tick (dermacentor variabilis). (Fig. 2.) 
Recently, the lone-star tick (ambly- 
omma Americanum) has been identified 
as a vector in the southwestern sec- 
tions of the country. Numerous other 
species of ticks have been incriminated 
in the disease process, serving either 
as carriers of infection in nature or as 
carriers and transmitters of it to hu- 
man beings. The potentialities of the ma- 
jority of them are not completely under- 
stood. However, in all sections of the 
country where tick fever has been en- 
countered, native tick species have 
been isolated and their capabilities in 
part at least identified. 


Clinical Manifestations 

The clinical manifestations displayed 
by victims of tick fever are fairly typi- 
eal. Following a relatively short incuba- 
tion period, prodromal manifestations 
appear resembling ones seen in other 
febrile illnesses. The disease has an ab- 
rupt onset, there being a definite chill, 
pronounced frontal headache and aches 
and pains in the muscles, bones and 
joints. The latter are most marked in 
the back and lower extremities. 


Eruption 

Twenty-four to 48 hours after the onset 
of tick fever, the eruption is noticed. It 
is first seen on the wrists and ankles, 
and is maculopapular in appearance. It 
is commonly spoken of as a _ petechial 
eruption. Within a space of a few hours, 
the eruption shows a rapid spread, in- 
volving successively the extremities, 
chest, abdomen and then the remainder 
of the body. It is always most marked 
on the extremities. The petechial erup- 
tion is said to be the most characteristic 
early finding in tick fever, but there is 
possibility for confusion. The rash may 
be nonexistent, bizarre or unusual in 
its manifestations, or confused with those 
seen in other disease states. Recently 
drug eruptions, particularly the ones re- 
sulting from administration of the sul- 
fonamides have caused considerable dif- 
ficulty in differential diagnosis. 

In milder cases of tick fever the erup- 
tion tends to remain discrete. It is at 
first rose red and later bluish red. In 
more severe ones, discreteness does not 
persist. The eruption shows confluency 
and coalescence, finally becoming pur- 
puric. Terminal gangrene may then en- 
sue, with sloughing of the soft palate, 
scrotum, or other dependent body parts. 


Individuals so afflicted present a sad 
and tragic appearance. 

The petechial eruption gradually fades 
as individuals recover; the process tak- 
ing much longer in severe cases than 
in mild ones. Fading is followed by des- 
quamation. Pigmentation remains at for- 
mer petechial sites. For months or years 
following recovery from tick fever, over- 
exposure to heat or cold brings out tem- 
porary manifestations of the eruption. 
These are transient, clearing when skin 
temperature returns to normal. 


Fever 


The patient's temperature rises 
abruptly within the first day of the dis 
ease, a fastigium of 103 to 105° F. being 
reached by the second or third day in 
severe cases; by the second week, in 
milder ones. Recovery from acute mani- 
festations of the illness is accompanied 
by rapid or slow fall through lysis, rarely 
through crisis unless the case is an abor- 
tive one. There may be slight tempera- 
ture remissions in mild cases, but it is 
constant to slightly rising in more se- 
vere ones. It is sometimes distinctly 
remittent after the first few days, par- 
ticularly in moderately severe _ pro- 
tracted cases, but never ceases until 
terminal lysis has occurred. The tem- 
perature can be normal from the first 
or subnormal in very severe forms of 
the disease, to rise sharply in the 24 
hours preceding death, or it may be high 
from the first, then drop to normal and 
rise again before death occurs. An un- 
eventful drop to normal, accompanied 
by apparent beginning convalescence, 
with a later secondary rise should lead 
to suspicion of the development of com- 
plications. Phlebitis or bronchopneumo- 
nia are the most common of these. 

The pulse is of good volume early in 
the disease. It averages 90 beats a min- 
ute. Early disproportion of pulse and 
temperature ratios is one of the charac- 
teristic findings of tick fever at its onset. 
As a result of toxemia, myocardial weak- 
ening ensues, with loss of strength and 
volume of the pulse. It then rises out of 
proportion to the temperature. The blood 
pressure falls and the first heart sound 
becomes muffled and indistinct. 

The respirations are at first normal 
or but slightly increased. They increase 
with alterations of the pulse and tem- 
perature ratio. Increase in respiratory 
rate occurs with the development of 
bronchopneumonia. 


These are the most typical findings 
encountered in tick fever. There are 
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Fig. 3. The petechial eruption on the upper extremities. Extention is complete. The erup- 
tion remains discrete. Three attached wood ticks are present on the dorsum of the left hand. 


other signs and symptoms present in the 
disease. They exist in various combina- 
tions; their intensity often denoting the 
severity of the existent disease process. 


Differential Diagnosis 


It is possible to confuse tick fever with 
other disease processes, particularly 
when it occurs unexpectedly in a locality 
or if encountered by those unfamiliar 
with its manifestations. It is not within 
the scope of this paper to discuss the dif- 
ferential diagnosis. In addition to the 
more common febrile illnesses, typhus 
fever is a strikingly similar disease en- 
tity and a rickettsial infection may cause 
confusion. As a rule, conflicting diseases 
can be eliminated by careful histories 
and repeated examinations of infected 
persons, together with confirmatory lab- 
oratory procedures. The three diagnos- 
tic procedures ordinarily employed are 
the infection test, Weil-Felix agglutina- 
tion reaction with certain proteus X 
strains, and the protection or virus neu- 
tralization test. 


Prevention of Tick Infestation 

Prevention of exposure to infection is 
made possible only by remaining out of 
areas where ticks abound. Inasmuch as 
such precautions are not always possible, 
those who enter infested localities should 
wear clothes of such character as to 
prevent vectors of the disease from gain- 


ing access to the body surfaces. The 
wearing of trousers by both sexes would 
appear imperative. Shirts worn should 
be gathered snugly at the wrists and in 
the neck regions, and trousers at the 
bottoms. Hats, caps, or other headgear 
should also be worn. It is at these 
sities that ticks often gain entrance to 
the body surfaces. They do not jump on 
passersby, but lie in wait on low vegeta- 
tion, actively moving their serrated legs, 
by which means they seek attachment 
to objects which brush by. Clothes with 
a smooth nap prevent them from gaining 
footholds, yet those with a rough nap 
impede their progress once this has been 
accomplished. 


While in infested areas, it is a good 
plan to remove all clothing completely 
two or three times a day and make a 
diligent search for attached or crawling 
ticks. While camping in the open, loca- 
tions where rodents are many should be 
avoided, as should bushy areas or those 
where low grass or sagebrush are grow- 
ing. Areas where standing timber is 
present, with a minimum of low vegeta- 
tion are considered to be the best 
camping spots. Individuals must again 
inspect their persons, clothing and bed- 
ding before retiring for the night in the 
open, the precaution being most import- 
ant when two people sleep in close proxi- 
mity. Bedding should not be left spread 
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out on the ground during the day. It 
attracts ticks, often from a considerable 
distance. After return from trips, clothes 
and bedding must of necessity be care- 
fully gone over, aired and then removed 
to buildings not used for human habita- 
tion. Eradication of ticks which have 
taken up their abode in a loation is apt 
to prove difficult and uncertain. The 
continued presence of vectors of the dis- 
ease proves a hazard to those who might 
be sought out as victims for attachment. 
Removal of Ticks 

After ticks have gained access to the 
body surfaces, they do not attach im- 
mediately, but move slowly about for a 
variable length of time, seeking suitable 
locations such as body folds, crevices 
or hairy portions free from rubbing or 
manual attempts at removal. Other than 
an occasional sense of slight irritation, 
the procedure of attachment is rarely 
noticeable to victims. There is an 
assumption that attached ticks are not 
actively infectious until a period of sev- 
eral hours has elapsed. For the pur- 
pose of safety, this contention is best 
ignored. When located, they must be 
removed without delay. The procedure 
is by no means always a simple one, 
for the reason that attached ticks have 
often embedded their heads beneath the 
skin surface in search of a blood meal, 
the body remaining free and protruding 
at an angle from it. Careless or hasty 
plucking may serve to remove the body 
alone, leaving the head in place to serve 
as a potential source of infection. Gentle 
traction may be effective in accomplish- 
ing complete removal; inspection then 
showing the mouth parts of the tick to 
be intact, often with a small fragment of 
epidermis caught in them. 


If this procedure is ineffective, a 
wedge of epidermis in which the head 
lies embedded should be elevated with a 
fine pair of tweezers and snipped with 
a pair of scissors. In this manner, com- 
plete removal is assured. Resultant 
wounds from tick extraction should be 
thoroughly cauterized and a light dress- 
ing placed. Removal of engorged ticks 
with bare hands is a dangerous practice. 
Ticks should never be crushed. Should 
the accident occur, the escaped contents 
must be thoroughly washed from the 
hands, using soap and water. Care should 
be exercised so as not to irritate the 
skin. The virus is apt to be highly in- 
fectious. Undoubtedly many otherwise 
inexplainable cases of tick fever have 
been contracted as a result of its pene- 
tration through the skin surfaces, par- 


ticularly when mild abrasions or lacera- 
tions are present. 
Use of Vaccine 

Tick vaccine is used for prevention 
of tick fever. It gives definite protection 
against the disease. The vaccine is pre. 
pared by the Rocky Mountain Labora- 
tory of the National Institute of Health 
at Hamilton, Montana. It is dispensed 
to physicians desiring it for the purpose 
of immunizing those who run the danger 
of being exposed to infection. It is made 
in two types, the older one from tick 
tissues and the more recent one from 
embryonic chick tissues. Chick embrvo 
type has not superseded the vaccine pre- 
pared from ticks, and, although it is 
less likely to cause reactions, evidence 
regarding its immunizing value is not 
so certain. Recommended dosage of 
tick tissue vaccine is 2 cc., repeated at 
an interval of from 7 to 10 days. If the 
particular locality is one in which serious 
cases of tick fever are known to origi 
nate, the second injection must be fol- 
lowed by a third, administered after the 
same time interval. Children receive a 
proportionate amount of material, 1 cc. 
being recommended for those 10 years of 
age or younger. Dosage of chick em- 
bryo type is slightly different, in that 
three injections of 1 cc. each, adminis- 
tered at the same time interval, are 
recommended. For individuals who have 
been vaccinated each of the past three 
years, two injections of 1 cc. each of 
either the chick embryo or tick tissue 
types are suggested. 

Intramuscular administration of vac- 
cine is not known to bring about more 
than a slight constitutional reaction, but 
the same precautions must be observed 
as with the injection of any biologic 
product intended for an immunization 
procedure. Reactions to the use of vac- 
cine have not been so prevalent in recent 
years, because it has been purified and 
standardized. Thousands of people re- 
ceive the material yearly in the western 
endemic areas. More than any other 
factor, it has served to reduce case inci- 
dence of the disease. It is not too much 
to hope that at some future date com- 
plete eradication of tick fever in the 
Rocky Mountain states will be accom- 
plished by its use. It is important that 
vaccination be undertaken each year in 
order to afford the greatest degree of 
protection possible. Although it is agreed 
that a certain amount of immunity is 
carried into the second year following 
vaccination and possibly the third as 
well, at the present there is no way to 
gauge its extent accurately. 
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Treatment 

Treatment of tick fever is purely 
symptomatic and supportive in charac- 
ter. There is no specific therapy, but 
its absence must not predispose to an 
attitude of helplessness and hopeless 
inactivity on the part of those caring 
for the disease. Carefully directed symp- 
tomatic care and supportive measures 
aid patients to eliminate toxins from 
their bodies, support them during the 
period of invasion and assist them in 
every means possible. Vigorous proce- 
dures, well directed, bring about suc- 
cessful outcomes in many patients whose 
recovery appears hopeless at the time 
are first placed under care. ‘ 


Neoarsphenamine Therapy 

I have had considerable success in the 
treatment of tick fever by the use of 
neoarsphenamine dissolved in an aque- 
ous solution of metaphen, administered 
intravenously as an adjunt to care 
for cases seen by me. The form of ther- 
apy was first undertaken by the late Dr. 
J. C. Kamp of Casper and myself in 
1934. We had previously received en- 
couraging reports from their use in 
treatment of typhus fever, a rickettsial 
infection closely resembling tick fever in 
many respects. Since the time of our 
original investigations, three to four 
cases of the disease have been under 
my care each season. There have been 
no fatalities. None of the patients had 
received tick vaccine for the purpose of 
protection against the disease. An in- 
creasing number of my colleagues have 
reported equally gratifying responses 
from use of the two drugs in combina- 
tion on cases under their supervision. 

In performance of the procedure, 0.3 
gram of neoarsphenamine jis dissolved 
thoroughly in 10 cc. of a 1:1000 aqueous 
solution of metaphen. The resultant mix- 
ture is warmed and injected slowly by 
vein, the same precautions being ob- 
served as with any chemotherapeutic 
agent intended for intravenous adminis- 


tration. The solution is administered and 
blood alternately withdrawn into the 
syringe until the entire amount has been 
given. The procedure is one consuming 
a period of 5 to 10 minutes. No reactions, 
local or constitutional, either immediate 
or delayed, have thus far been observed. 
Administration of the two drugs is 
repeated at three to four day intervals, 
three to four injections customarily be- 
ing sufficient to insure ultimate re- 
covery. It has been my custom to 
secure first morning specimens of urine 
for examination, on the day the ma- 
terial is to be administered, in order to 
detect the presence of possible severe 
renal injury. Should such be present, 
the inherent risks associated with drugs 
of considerable potency on an already 
damaged kidney must be _ weighed 
against benefits to be derived from 
their use. To the present, there have 
never been sufficient alterations to sug- 
gest severe renal disease. For that rea- 
son, neoarsphenamine in metaphen 
solution has routinely been administered 
at the time scheduled for its use. 


226 East Second Street. 
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PRUNING THE FAMILY TREE 
We must consider the proposition that it is entirely feasible and 
within the realm of possibility to check the reproduction of the obvi- 
ously unfit by sterilization. The second, third, fourth, and fifth genera- 
tions of morons on the same family tree, such as the Kallikak family, 
need never to be born. Certainly a little pruning among the flagrantly 
undesirable branches has much to recommend it.—C. W. Setters, M.D., 


in ‘“‘The Decline of Wits.” 





Notes From the International Postgraduate 


Medical Assembly 


Reported by RALPH L. GORRELL, M.D., Buffalo, N. Y. 
(These notes will be published in three parts.) 


HE 1943 International Assembly of 

the Inter-State Postgraduate Medical 
Association of North America was held 
at the Palmer House, in Chicago, the 
third week of November. The attendance 
under existing circumstances was very 
good, (over 3,000). The commercial ex- 
hibitors had instructive stories to tell 
about older products and a few new ones. 


Of renewed interest, in the treatment 
of wounds infected with anaerobic bac- 
teria was Merck’s Zinc Peroxide Special 
Medicinal, originally introduced as ZPO. 
Its use prophylactically was recom- 
mended in cases of suspected anaerobic 
infection. 

The Zimmer Company ably demon- 
strated the use of their reduction-reten- 
tion apparatus which enables many frac- 
ture cases, to immediately become ambu- 
latory after the spint has been applied. 

Extension is accomplished by the aid 
of an assistant who manipulates nuts on 
a threaded rod while the operator com- 
pletes reduction under fluoroscopy by 
rotating the fragments, if necessary, and 
correcting lateral angulation or anterior- 
posterior displacement by means of re- 
duction handles. (See Figs. 1 and 2.) 

Ciba Company offered two fairly new 
products of particular interest. Privine 
HCL, a non-toxic nasal vasoconstrictor 
which is not detrimental to ciliary ac- 
tivity, also its pH approximates that of 
normal human beings. 

The Personalized Allergy Service of 
the Hollister-Stier Laboratories, enables 
the general physician to scientifically 
treat allergic conditions from diagnosis 
to treatment by personalized cooperation 
and consultation. Through three, techni- 
cally staffed laboratories, polyvalent en- 
tigens, and even special preparations for 
individualized treatments, are available 
in a few days. 

At the Hoffman-LaRoche booth, one 
could obtain an excellent brochure ‘‘Pro- 
stigmin and its application in Medicine, 
Surgery, Neurology, Obstetrics and 
Gynecology. (An up-to-date compend on 
Harnessing Cholinergic Action)’’ It is be- 
lieved that any physician interested may 
obtain a copy by writing direct to the 
manufacturer. 
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Fig. 1. 


Zimmer Reduction Apparatus. 


/ 


Fig. 2. Reduction Handles. 


Curare, of South American poison dart 
fame (in adventure and mystery stories) 
now has a new lease on fame, medicin- 
ally, in the standardized purified extract 
of curare, Intocostrin. Squibb. 


A transparent surgical dressing, with 
a cellulose base, which may be used as a 
direct dressing or protective covering, 
was shown by the Cilkloid Company. 
Impervious, non-adherent and easily 
sterilized it makes a soft, pliable and a 
most satisfactory surgical aid. 


The Vitamins and Poly-Vitamin prod- 
ucts were numerous and _ interesting. 
> 


TREATMENT OF ULCER 


By GEORGE B. EUSTERMAN, M.D. 
Mayo Clinic, Rochester, Minnesota 


The combination of calcium carbon- 
ate, magnesium oxide and magnesium 
trisilicate has been very effective. We 
have been using a modified Sippy technic 
from 7 a.m. to 7 p.m., together with 
sedation, antispasmodics, avoidance of 
tobacco and mental tension. The patient 
must understand that 1 year or more of 
treatment will be necessary, after the 3 
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or 4 weeks of preliminary hospitalization. 

The patient’s confidence must be ob- 
tained by several talks. 

Medical therapy cures 85 percent of 
peptic ulcers. It must be remembered, 
when treating gastric ulcers, that gas- 
tric cancer is three times as frequent, as 
common gastric ulcer, and watch must 
be kept for the development of malig- 
nancy in such an ulcer. 


+ 


PRACTICAL POINTS ON PYURIA 
OF CHILDHOOD 


By HENRY F. HELMHOLZ, M.D. 
Mayo Clinic, Rochester, Minn. 


Age: Urinary tract infections in infants 
are as common in boys as in girls. They 
have been found as early as the first 
week of life. In the diaper age, such 
infections are more common in girls. In 
adolescence, the incidence in both sexes 
is the same. 

Local symptoms: Often there are no 
local symptoms. 

General symptoms: 1. Fever. 2. Pal- 
lor. 3. A Chill in an infant or child often 
signifies the onset of pyelonephritis. 

Catheterization 


Routine catheterization can be carried 
out without the slightest harm on babies 
and children. It is difficult to produce a 
cystitis experimentally by introducing in- 
fection. 


Catheterization in the Home 


Large amounts of pus in an uncathe- 
terized specimen does not mean pyuria. 
Vaginal contamination, even in infants, 
may result in many pus cells. Catheteri- 
zation, or the preliminary cleansing of 
the vulva with soap and water by the 
mother should be done before urination, 
to procure a pure specimen. 

Catheterization may be carried out ‘n 
the home or office by boiling a 4-inch 
glass catheter (size 8 to 12 French) in 
a pan on the stove. The catheter should 
be equipped with a short piece of tubing 
so that the flow may be stopped by pinch- 
ing it. 

The external urethral meatus is 
cleansed with a mild antiseptic, such as 
1% cresolis solution. A test tube con- 
taining agar is melted by placing in hot 
water; the agar is then allowed to cool 
to body temperature, which can be de- 
termined by feeling the tube. The ure- 
thral meatus is dried, the catheter 
inserted and a small amount of urine 
is permitted to flow; the rubber tube is 
pinched, so that 2 or 3 drops are held 
in the catheter. These drops are al- 
lowed to fall in the agar-containing test 
tube, which is then carried in the vest 


pocket for 24 hours or incubated for that 
length of time. 

Colonies should then be looked for. 
This simple urine culture is a very good 
test of the efficacy of treatment and 
also permits one to find the type of 
organism causing the pyuria. This is 
important because (1) sulfonamides 
cure most cases of genito-urinary tract 
infection, (2) only mandelic acid cures 
Streptococcus fecalis infections, (3) in- 
fections not responding to treatment 
which should be effective against that 
type of organism may be caused by 
lesions of the kidney or bladder. The 
streptococcus fecalis grows on agar and 
may be identified grossly and micro- 
scopically. 

Treatment 


1. Large amounts of fluids will cure 
simple infections. Fluids may be given 
orally, intravenously, intramuscularly, 
intraperitoneally, rectally and by stom- 
ach tube. 

2. Sulfonamides will cure all types of 
infection except that caused by the Strep- 
tococcus fecalis, unless the patient has 
damaged kidneys which cannot excrete 
enough sulfonamide to make the urine 
bactericidal. Dosage: 5 to 35 grains daily 
(adults should receive 35-45 grains 
daily). Sulfadiazine and sulfathiazole are 
given in doses of % gr. per pound in 
four divided doses each day. 

3. Mandelic acid therapy is only effec- 
tive in acid urine (pH of 5.5 or less). 
The acidity of the urine can be deter- 
mined by testing with Nitrazine paper 
(Squibb). Dosage: 1 Gm. of ammonium 
or calcium mandelate in 24 hours for 
each 100 cc. of urine secreted. (Adult 
dose: 3 Gm. four times each day.) 


4. Methenamine may be used where 
the urine cannot be made acid. Dosage: 
0.3 to 0.5 Gm. is given every 5 hours, 
together with 0.5 Gm. of ammonium 
chloride four times daily. If renal func- 
tion is impaired, neither the methena- 
mine or mandelic acid will be excreted 
in bactericidal concentration and no 
present method of therapy will be effec- 
tive against a Streptococcus fecalis in- 
fection. 

5. Occasionally, the urinary infections 
disappears spontaneously after compe- 
tent treatment for months or years has 
failed. 

6. After 4 to 6 days of treatment of 
any type, one should take another cul- 
ture (this many days are needed to clear 
up the infection in the bladder wall 
and destroy the organisms). If no or- 
ganisms are found, stop treatment. If 
sulfonamides have cleared up a portion 
of the infection, one may find the Strep. 
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fecalis in pure culture, and proceed with 
mandelic acid therapy. 

7. If good treatment is repeated twice, 
and cure is not obtained, one should take 
an intravenous urogram to determine 
if any lesion in the kidney or bladder 
exists. Urologic consultation and cys- 
toscopic study may be the only means of 
solving a difficult problem (cystoscopy 
may be carried out on the smallest of 
infants now). 

A urinary tract obstruction with con- 
sequent stasis and renal damage may 
occur with any symptoms and without 
pyuria. 


ad 


MANAGEMENT OF ADDISON’S 
DISEASE 
By E. PERRY McCULLAGH, M.D. 
Cleveland Clinic, Cleveland, Ohio 


In managing a case of Addison’s dis- 
ease, one should always x-ray the lungs, 
as 50 percent of cases are caused by tu- 
berculosis of the adrenal gland; the area 
of the adrenal glands may show calcifi- 
cation on x-ray. A tumor or atrophy of 
the adrenal glands causes the other 50 
per cent of cases. 

The blood is so concentrated that a low 
sodium content may appear normal. Us- 
ually the chlorides are low and potas- 
sium and urea are high, but all may be 
in the normal range. To test, one should 
get details of excretion of water, 
sodium and urea. 


Treatment 

Don’t give a blood transfusion, a tuber- 
culin test, insulin, thyroid extract or 
x-ray. 

Do give a high carbohydrate diet, 
which contains as little potassium as 
possible (diet lists are obtainable), 12 
Gm. of sodium chloride daily in enteric 
coated tablets and 2.5 to 5 mg. of de- 
soxycorticone daily. In emergencies, one 
may give cortical extract (Parke Davis, 
Wilson or Upjohn) 5 cc. twice daily. 


Function of Adrenals 

The adrenal cortex produces several 
hormones (steroids). (Desoxycorticoste- 
rone is synthetic). The cortex effects 
carbohydrate metabolism and shock. The 
removal both adrenals in animals re- 
sults in a loss through the kidneys of 
water, sodium chloride, a lessened re- 
sistance to shock, a retention of potas- 
sium and urea, weakness of muscles and 
poor carbohydrate absorption results in 
a low liver glycogen and hypoglycemia, 
Androgenic (masculinizing hormones) 
are secreted by the testicle and by the 
adrenal cortex. In Addison’s disease, in 
men, there is a decrease in the secretion 
of this steroid hormone in the urine; in 


women, there is no decrease in secre- 
tion. 
Clinical Signs 

All patients appear weak or resigned; 
they show no anxiety or worry. Low 
blood pressure is usually present, or is 
almost always present on changes of 
position. 

The great majority of patients coi- 
plain of digestive disturbances: anorexia, 
nausea, emesis, often for many years 
preceding the onset of Addison’s disease. 

Pigmentation: Dingy or dirty, dis- 
colored, ‘‘smoke color’ patches found on 
areas where pressure is common, o91n 
sears or creases and on mucous men- 
branes, are typical. Black freckles 
(“India ink freckles’’) leukoderma or 
hyperpigmented nipples may be present. 

Hypoglycemia appears after fasting, 
exertion or infection; the patients react 
poorly to it. 

Psychosis may develop or high fever 
and rapid respiration, There is a change 
in the heart size, in the electro- 
cardiogram and encephalogram and met: 
abolic excretions. Plasma proteins are 
not normal. 
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THE RAPID TREATMENT OF 
EARLY SYPHILIS 


By EVAN W. THOMAS, M.D. 
Professor of Medicine and Syphilology 
New York University, New York City 


Mapharsen (arsenoxide)* is the safest 
arsenical to use in the rapid treament 
The one dangerous complication _ is 
hemorrhagic encephalitis which occurs 
in 0.3 percent of cases. 

Over a period of 5 days, 1 gm. to 1.6 
gm. is given intravenously, by the drip 
method or preferably by the multiple 
syringe method (4 separate injections 
are given each day). 

It is safer to give 3 injections weekly, 
plus one injection of a bismuth prepara- 
tion weekly. The total dosage should not 
be above 1.8 Gm. This procedure may 
be used by the general practitioner. 

This treatment is only advocated for 
patients with early syphilis. 

A few resistant patients also 
fever therapy. 
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THE MANAGEMENT OF ECLAMPSIA 


By FREDERICK H. FALLS, M.D. 
Professor of Obstetrics 
University of Illinois, Chicago 


The management of eclamptogenic } 
(1) The } 


toxemia may be summarized: 
cause of eclampsia is the presence of 


*Parke, Davis and Company, Detroit. 
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the fetus and placenta — men and non- 
pregnant women do not have eclampsia; 
(2) There is no difference between pre- 
eclampsia and eclampsia; (3) There are 
three types of eclampsia: 
. Mild—requires medical treatment 

only. 

Rapidly advancing—radical, 

treatment is required. 

. Fulminating—radical 

ment is required. 

The pathological findings are (a) 
edema of the brain, (b) retinal and eye- 
lid edema; (c) edema of the lung, (d) 
myocardosis, (e) acute nephritis, (f) 
toxic hepatitis and periportal necrosis, 
(¢) cerebral hemorrhage during ‘con- 
vulsions and (h) hyperthyroidism. There 
often is (i) edema of the legs and (k) 
placental hemorrhage. 

The dimness of vision is due to retinal 
edema. The pulmonary edema may 
necessitate oxygen. The usual high blood 
pressure may drop to low levels as the 
heart begins to fail, and should be con- 
sidered a serious sign. 

Treatment 


Mild toxemias are treated by: 1. Rest 
in bed. . 2. Milk diet of 1,000 cc. (1 qt.) 
or more (to decrease exogenous protein 
metabolism) .. 3. Epsom salts by mouth 
until watery stools result.. 4. Urine 
should be checked for amount of albu- 
min and renal function by phenolp- 
thalein test.. 5. Frequent blood pres- 
sure readings.. 6. Daily weighing of 
patient (to determine’ increase of 
edema) .. If the patient improves, a 
light diet without protein is to be given. 

Advancing toxemia, indicated by in- 
creasing albuminuria and blood pressure 
over 160/100 should be treated by: 1. 
Induction of labor with castor oil and 
quinine or Voorhees bag.. 2. Forceps 
should be used if patient is close to con- 
vulsion . . 3. Morphine % gr. should be 
given on completion of delivery .. 4. A 
milk diet should be given.. 5. Magne- 
sium sulfate should be given intra- 
venously or intramuscularly. 

Fulminating toxemia should be treated 
by: 1. A Cesarean section under procaine 
infiltration or ethylene anesthesia, if the 
patient is not in labor.. 2. A section 
should be done if the patient is in the 
first stage, unless cervical dilatation 
can be easily completed... 3. A version 
or forceps extraction should be done dur- 
ing the second stage.. 4. Venesection: 
Open the vein with a knife and bleed 
the patient of 500 to 1,000 cc. . 5. Inject 
10 cc. of 20% magesium sulfate solution 
intramuscularly or slowly intravenously. 

If conditions are poor for immediate 
delivery, use the Stroganoff method, 


early 


early treat- 


with alternating frequent doses of mor- 
phine and 20 gr. of chloral hydrate rec- 
tally. 

An asphyxiated baby should be pre- 
pared for under any method of delivery; 
oxygen, warmth and moisture should be 
ready. 


Treatment of Convulsion 


1. Dark room; 2. Morphine sulfate gr. 
44 at once and repeated as needed; 3. 
Chloral hydrate as above; (4) Venesec- 
— 5. Trained nurses should be at 

and. 


Results 


Over a large series of cases, our 
maternal mortality has been 0.6% and 
fetal mortality 12%. The deliveries were 
spontaneous in 88%, by section in 4%, 
by forceps in 6% and by version in 2%. 


(This article harks back to the days 
of forceful delivery in eclampsia, with 
its fearful mortality rate. No mention is 
made of the Temple university studies 
on low salt diet which abolishes edema, 
and with it eclampsia. No mention is 
made of routine oxygen administration 
to the mother, so that the infant will 
not be asphyxiated. The low protein diet 
will lead to rapid anemia and low blood- 
proteins in the mother, thus inducing to 
more edema and an increase in toxemia, 
aided by the venesection. Why not re- 
lieve the eclampsia instead of rushing a 
patient in poor condition into further 
trauma?—Eb.) 
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THE MANAGEMENT OF ACUTE 
PSYCHOSES IN GENERAL PRACTICE 


By FRANCIS J. GERTY, M.D. 
Professor of Psychiatry 
University of Illinois, Chicago, Ill. 


Group of Patients 
1. Psychoneurotics 
2. Psychotic Institutional treatment 

patients ; Physical illness may 
(a) ‘Primary’ bring it on or prolong 
(b) Secondary to it; should be treated 
acute psychoses in a general hospital 
during medical preferably, as most 
and surgical mental hospitals do 
conditions fol- not have facilities for 
lowing: headj| medical and surgical 
injuries, pelvic | treatment. 
surgery, acute 
severe infec- 
tions,deliveries, 
menopause, de- 
bilitating ill- 
nesses, gyneco- 
logic causes. 


Patients should not be handled as 
purely psychiatric problems, in psychia- 
tric institutions. This will be increasingly 
true as we learn more of the causes of 
mental illness. 

General paralysis (paresis) should be 





Office treatment 
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diagnosed early, because fever treat- 
ments cure many of these patients if the 
diagnosis is made early. 

Don’t forget: Sedatives may increase 
psychoses. 


Treatments 


Believe the patient’s story; ask about 
experiences from childhood on. What 
makes the patient worry? Has poverty 
been a cause? Don’t attempt psycho- 
analysis. Often the patient will cure 
himself by telling his story to a believ- 
ing, interested listener. 

Many psychoses are of short duration 
and recover promptly. Don’t neglect 
either physical or psychogenic causes of 
psychoses. 
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PROBLEMS IN COMBAT SURGERY 
By BRIG.-GEN.FRED W. RANKIN, M.D. 
Consulting Surgeon 
Surgeon General’s Office 
Washington, D.C. 

In July, 1943, a mission carried me 
by bomber to all the theaters of opera- 
tion. We flew from the United States, 
to Newfoundland, Iceland, England, 
Africa, Sicily, Egypt, India, China, Cey- 
lon Australia and back. 

Wounds 

Of all the wounds, the land mines cause 
the most horrible and extensive. They 
blow off a leg, or mangle legs, or kill 
outright. The jumping type, in which 
a deeper mine explodes, propelling a 
second mine several feet in the air be- 
fore it explodes, cause many major 
wounds and casualties. 

Surgical care is much better in this 
war, as the men are better trained and 
better facilities are at hand. We had far 
fewer casualties in Africa and Sicily 
than expected. 


Results 


No cases of tetanus 
(lockjaw) in combat 
troops. Two cases ap- 
pears neither man 
ad completed his im- 
munization 
Typhoid-paratyphoid 


Immunization 
Tetanus 


3 mild cases. The Brit- 
ish, who did not im- 
munize, suffered a high 
mortality rate. 


Typhus 


I stayed in Iceland two days, which 
was long enough. (As one of our party 
said, ‘‘I can understand why the English 
and American soldiers remain here, but 
why do the Icelanders stay?’’) 

Gas Gangrene 


Gas gangrene has been rare because 
few aerobic bacilli are present in the 


soil of Africa. The few cases have 
mostly been due to poor management. 
More cases can be expected as the troops 
move further into Italy, and on the con- 
tinent, as happened in the last war. A 
toxoid to give permanent protection 
against gas gangrene is being studied 
now. Penicillin, experimentally at least, 
is effective against gas infection. 

The general health of the Army per- 
sonnel is heartening, despite lack of 
sanitation in India, Africa and Arabia. 


Malaria the Greatest Enemy 


Malaria is the greatest enemy — we 
have suffered more casualties from 
malaria than from all warfare com- 
bined. Of the original Marines who fought 
on Guadalcanal, one hundred percent of 
the survivors are now infected with 
malaria. 
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THE DIAGNOSIS OF LOW 
BACK PAIN 


By PAUL B. MAGNUSON, M.D. 
Associate Professor of Surgery 
Northwestern University, Chicago, IIl. 


Back pain may originate in (1) skin, 
(2) muscle, (3) fascia, (4) ligaments 
(5) joints or (6) bones. Don’t look at the 
x-ray first as the x-ray of the lower 
spine is deceiving. What is normal? The 
range of normal is tremendous. 


The low back is a weak point mechani- 
cally; it is under much strain. 


Causes: A common cause is protein 
toxemia with sudden onset of stabbing 
pain. Gouty deposits in the soft tissues 
may occur even in athletic young per- 
sons. Don’t try to pigeonhole cases of 
low back pain. Remember that an in- 
jury may be secondary to an underlying 
cause. 

When a patient says that he lays on 
one side at night, with one thigh flexed 
on the trunk so that he can rest, he is 
relaxing the lumbar fascia. 


Joint changes: In other joints such as 
the knee degenerative changes, exostos- 
es, thinning, and degeneration of the 
joint cartilage occur. Here they occur in 
a small joint the size of your little 
finger, which carries a heavy load and is 
subject to cross strain, and increased 
by stooping. 

Injuries and arthritic changes lead to 
roughness of the cartilage. After the 
original cause is gone, the roughness of 
the cartilage sets up irritation. In such 
cases, a thick hard ligamentum flavum 
is found. Often no pain is experienced in 
youth when the ligaments are elastic. 

A protruded intervertebral disc is too 
readily diagnosed today. I do not feel 





LEECHES 


that it can be diagnosed on a basis of a 
history of back and sciatic pain increas- 
ed by coughing. 

A pathologic joint may cause as much 
piin as a protruded disc, and of the 
same type. Acute, sudden pain increased 


by straining, sneezing or coughing is 
caused by a jerk on the sore joint (as 
it will in any joint), which is not pathog- 
nomonic. Later, the swelling of the in- 
flamed joint presses on the nerve and 
the inflammation is communicated. 


Leeches as Possible Disease Vectors 
By GEORGE A. SKINNER, M.D.,* Berkeley, California 


tT OLDER practitioners can easily 
remember when in every drug store 
there was a fine, white porcelain. jar, 
usually with a gold label, which said 
“Leeches.’”’ We remember that leeches 
were especially favorites for ‘black 
eyes’ and that they were used quite 
commonly to relieve congestion. No one 
then thought of them as possible danger, 
but with the passage of years, the growth 
of bacteriology and parasitology, our 
ideas have changed in many ways. The 
fact that leeches exist in water almost 
everywhere is generally overlooked. 
They exist in the finest springs, in moun- 
tain streams (sparkle or no sparkle), 
in sea water, and in everything between. 
Besides this, there are many varieties 
that live in damp places on land. In the 
tropics, if one walks thru the jungles 
or even the more open forests, he is 
almost certain to become more or less 
covered with leeches, which attach them- 
selves to him from every leaf, twig, 
blade of grass or stone. So leeches may 
be a real medical problem, and we are 
becoming more conscious of this pos- 
sibility now that we have so many of 
our men in the tropics, and jungle 
fighting is no longer rare. 

Leeches are of every size, from those 
scarcely visible to the naked eye to 
those that are 12 to 15 inches long. 
Technically they are ‘‘Annelida’’ of the 
class Hirudina. They have a very power- 
ful sucker at the tail end, which is used 
largely for locomotion and clinging. At 
the head end is another sucker, less 
powerful, surrounding the mouth, which 
serves to assist in feeding, but which is 
also used for locomotion and clinging. 
A leech can move with considerable 
speed, accomplishing this locomotion by 
clinging with one sucker, extending the 
body, gripping with the other sucker 
and pulling up the other end, repeating 
ad lib. The blood suckers can cling to 
almost anything, even the edge of a leaf. 

Recently reports have come out of 
China, of leech infestation of the nasal 
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sinuses. The tiny leeches are taken in 
when men drink from roadside pools or 
springs, and these leeches attach to the 
tonsils, fauces, nasal passages and sinus- 
es. Usually the trouble is not recognized 
until the leeches have grown to con- 
siderable size, which they do with great 
rapidity. As growth proceeds they may 
protrude from the nose. Four such cases 
were recently reported.1 Such infesta- 
tions can be very serious, certainly pain- 
ful and disabling, hence may become a 
real problem for our troops in the 
tropics. 


Among the annoyances of tropical hik- 
ing we had in the early days of our 
Philippine occupation, were the leeches, 
both on land and water. If we hiked in 
the jungle streams in the dry season, 
(these were often the easiest trails, and 
sometimes the only ones available with- 
out cutting) the leeches soon found us, 
and unless the legs were well protected 
by wrapped leggins and untorn trousers, 
they anchored on every available spot. 
If in the wet season we hiked thru 
jungles, or even on the grass lands, they 
got on us from every tree, shrub, grass 
blade or ground, where they were in 
the soil and under rocks. It seemed that 
they were everywhere waiting for us. 


I do not recall any direct infection 
traceable to leeches, except those of the 
skin. Their bites are very irritating to 
most men, and the resulting itching is 
likely to lead to damage and infection 
of the skin from dirty hands, as well 
as the possible infections conveyed di- 
rectly by the bites, for leeches often feed 
on animal matter, and hence could read- 
ily convey infection by the bite. The 
chief difficulties are the irritation and 
loss of sleep, consequently the deteriora- 
tion of men physically. 

Besides the danger of infestation of 
the nasal cavities and troublesome skin 
infections, there may be and often is con- 
siderable loss of blood from the bites. 
Animals suffer severely from leeches. 
This may result in marked weakening 
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of work animals, and even in death, 
especially of the young. 

We do not yet know how much other 
damage may be done by leeches, but 
up to date they have been found to carry 
a large number of dangerous parasites, 
which live in their stomachs, usually 
dormant, but which may possibly be 
passed on and set up an acute condition. 
So far reported in leeches’ stomachs are: 
Tubercle bacilli, living 
Typhoid bacilli, living 
Paratyphoid, living 
Anthrax, living 
Typhus, epidemic, living 
Recurrent fever, living 
Hemorrhagic jaundice, living 

Besides there are a number of horse 
and hog infections.2 


Prevention 
The above facts, in addition to those 
mentioned, indicate that we have a prob- 
lem that has been largely overlooked. 
While it is predominantly a tropical one, 
leeches are scattered all over the world, 
and men on hunting trips, miners, pros- 


pectors or vacationists may drink from 
water supplies where tiny leeches are 
present. It is much safer to dip up the 
water and inspect it, if one is out of 
reach of a known safe supply, and still 
better to filter it through several layers 
of fine muslin, such as a handkerchief. 
Naturally not every one that drinks from 
a stream or spring is going to be leech 
infested, but the fact that such cases do 
exist, and that we have probably over- 
looked a lot of them, indicates that it is a 
matter to deserve attention as a pos- 
sibility in cases of suddenly developing 
nasal or throat irritation, especially de- 
veloping after a field trip. 
640 The Alameda 
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Impaired Sexual Ability Following Fever 


or Therapeutic Procedures 
By RUSSELL A. WINTERS, M.D., Chicago, Illinois 


M4Y I see you alone for a few 


minutes?’’ says the male patient. 
“You have helped me a lot physically, 
but from a sexual angle I am worried.”’ 

How much attention is given to pro- 
tecting the testes, and preserving their 
secretions during many of our approved 
procedures? How many patients have 
a temporary or permanent impairment 
to their gonadal secretions due to a 
lack of consideration for the physiologi- 
cal and anatomical actions of the testes? 

In undescended testes (cryporchidism) 
sterility and often impotency is found, 
yet we simulate this condition by pre- 
scribing athletic supporters, belly bra- 
cers, and shorts that hold the testes 
snugly against the abdomen in warm 
weather. A wide abdominal belt is pre- 
ferable in many cases. 

Nature has spent millions of years to 
devise proper aeration of the testes, 
keeping them away from the abdomen 
in warm weather, closer in cold weather, 
(usually around 6°) below the body 
temperature. Man devises methods to 
impair their function over a much shor- 
ter period. 

Accidents such as trauma, and high 


fevers due to infection can raise the 
temperature of the testes and produce 
a secondary glandular change due to 
deficiencies of both the internal and ex- 
ternal secretions. How many men ad- 
vocate ice-bags, or cold compresses to 
the scrotum during these periods in or- 
der to preserve the testicular function? 

The same general condition is simu- 
lated in producing artificial temperatures 
whether by electrical means or by in- 
jections producing hyperpyrexia. Would 
some of these hypogonadal complaints 
be eliminated by again keeping the tes- 
tes in cool compresses? 

The abuse of Physical Therapy meth- 
ods such as short wave, diathermy, 
and hot sitz baths wherein too frequent, 
too long, or too careless treatments can 
reduce the testicular activity, either tem- 
porarily or permanently. It is wise to 
keep the testes out of the path of the 
electrical current as much as possible 
and consider their well being during the 
treatment. 

Where X-Ray treatments are indicated 
in the pelvic region, a good lead screen- 
ing of the testes should be used. 

5 N. Wabash Ave. 





Early Syphilitic Lesions of the Cervix 


By J. W. SHARP, M.D.*, Dallas, Texas 


T IS SO easy to consider all cervical 

ulcers, either erosions or premalig- 
nant lesions, and to treat them by biopsy 
or cauterization, that one must not forget 
the possibility of syphilis. 

These sketches exhibit the various 
types of cervical luetic ulcers. 

Figure 1 depicts a seronegative syph- 
ilitic lesion, in which the diagnosis was 
made by dark-field examination. 

Figure 2 represents multiple chancres 
of the cervix from a case of seropositive 
primary syphilis. . 

Figure 3 represents superficial ulcers 
or mucous patches on the cervix in a 
case of secondary syphilis. 

Figure 4 exhibits a chancre of the 
cervix, dark-field positive, in a case of 
chronic cervicitis in which there was no 
other sign of syphilis. 

The practitioner remote from a labora- 


- *Dallas Syphilis and Venereal Disease Clinic, 
Parkland Hospital, Department of Health, 
Dallas, Texas. 
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tory, may send in serum from dark-field 
examination by mail. The serum from 
the lesions may be easily collected in 
capillary glass tubes, such as are used 
for blood clotting, since only a small 
amount of serum is needed for dark-field 
examination, The ends of the capillary 
tubes may be sealed by means of paraffin 
or wax, not heated except by the tem- 
perature of the hands. The motility of 
the spirochete is preserved in this way 
for as long as 48 to 72 hours, at room 
temperature. The tubes should be packed 
securely to prevent breaking and then 
sent special delivery or air mail, if pos- 
sible, to the laboratory. 

Luetic ulcers are not always punched- 
out in appearance. They may be very 
superficial in appearance, especially the 
mucous patches in secondary syphilis or 
early primary lesions. These lesions may 
resemble superficial erosions and may 
be associated with any type of chronic 
cervicitis. 





Acute Meningococcemia With Response to 
Sodium Sulfadiazine and Adrenal 
Cortex Extract Therapy 


By CHARLES S. GREENE, M.D., Perth Amboy, New Jersey 


ENINGOCOCCEMIA consists princi- 

pally of a blood stream invasion by 
the meningococcus with the presence of 
clinical meningitis only as an occasional 
complication. This disease was first de- 
scribed by Salomon! in 1902. Since then 
many cases have been reported. 

Two forms of meningococcal septi- 
cemia are described by Heinle.2 First, 
the acute fulminating form usually oc- 
curring in infants and young children, 
and rapidly fatal. Second, the chronic 
form, lasting many months character- 
ized by intermittent fever and rash, and 
occasional spontaneous recovery. 

The clinical picture in the acute ful- 
minating type is that of a sudden over- 
whelming septicemia manifested by high 
fever, profound toxemia, generalized pe- 
techial hemorrhagic rash, and a rapid 
course. It is usually fatal in less than 
twenty-four hours. This type of septi- 
cemia in infants and children is describ- 


ed as the Waterhouse-Friderichsen syn- 


drome.’ Post-mortem findings in this 
condition are those of sepsis, but char- 
acteristic are the marked hemorrhagic 
changes in the supra-renal glands. 

In 1937, Schwenther, Gelman and 
Long? briefly reported a case of menin- 
gococcemia successfully treated with 
sulfanilamide. Chronic meningococcemia 
has been treated with sulfapyridine with 
good results5 In 1937, Levy® reported a 
remarkable cure in a two year old girl 
with meningococcemia using oral and 
subcutaneous’ sulfanilamide therapy. 
Other cures using chemotherapy have 
appeared in the literature particularly 
with reference to the chronic form of 
the disease. 

The following case is presented as an 
acute fulminating meningococcemia, in- 
teresting because of the dramatic re- 
sponse to intravenous sodium sulfadia- 
zine and parenteral adrenal cortex ex- 
tract. Though there are no reports in the 
literature of the use of adrenal cortex 
extract in this condition it is interesting 
to note that Aegerter3 suggested its use 
together with sodium chloride in this 
disease. 

Case Report: E. M., four year old 
white boy, weighing forty-two pounds, 
had been in apparent good health until 
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6 a.m., May 5, 1942, when he vomited 
and complained of abdominal pain. Th 
child was seen shortly thereafter by ; 
ambulance surgeon and admitted to wa 
service with a diagnosis of possible acu! 
abdomen. At 9 a.m., the child appear 
moderately acutely ill, temperature 
101.4 F. The patient complained of pain 
in the abdomen and left ankle. Physical 
examination was negative except for a 
few petechial spots on the neck and 
chest, and a slightly injected pharynx. 
At 10 a.m. the child was still alert and 
responsive. At this time, while undergo- 
ing physical examination, the patient be- 
came increasingly drowsy, the skin and 
mucous membranes became pale, and 
within thirty minuted he became speckl- 
ed with increasing numbers of small red- 
dish brown petechial spots, generalized 
in distribution and not fading on pres- 
sure. At this time, while still under ob- 
servation, the patient became delirious 
then comatose, and had several general- 
ized clonic convulsive seizures; by 10:30 
a.m. the rectal temperature was 107.2 F., 
the pulse was rapid, and thready, the 
blood pressure was 80 systolic and 60 
diastolic, clinically the child appeared 
in extremis. 

Tentatively, a diagnosis of acute men- 
ingococcemia was made and blood was 
taken for culture. Sodium sulfadiazine, 
1.59 grams in 5% solution, was given 
intravenously, followed by a 250 cc. of 
citrated whole blood and 300 cc. of 
physiological saline. The child was given 
repeated alcohol sponges and aspirin was 
given by rectum. At 1 p.m., 5 cc. of 
adrenal cortex extract (Upjohn) was 
given intravenously and a similar dose 
intramuscularly. 


The child remained comatose until 2:30 
p.m. when he became _ semiconscious. 
The temperature varied between 105 F. 
and 106F. until 3:30 p.m. when it dropped 
to 104.6F. and one hour later to 101.6 F. 
A second dose of sodium sulfadiazine, 
1 gram, was given intravenously at 5:00 
p.m. At 6:00 p.m. the temperature was 
normal and the child improved marked- 
ly. He was mentally clear and lying 
comfortably in bed. Intramuscular ad- 
ministration of adrenal cortex extract 
was continued with two 5 cc. doses 





ACUTE MENINGOCOCCEMIA 43 


given eight hours apart. Sulfadiazine 
was continued orally in .5 gram doses 
every four hours for two days and every 
six hours therafter for four days. Spinal 
puncture on the second day was entirely 
negative. The patient remained asymp- 
omatic and the temperature remained 
normal for the duration of his hospital 
stay. The petechial rash began to fade 
on the second day and completely disap- 
peared by the fifth day. The child was 
discharged on the eighth day. 

Laboratory Data: Repeated urine ex- 
aminations were negative except for a 
few red cells, hyaline and granular casts 
and a trace of albumin in the admission 
specimen. The blood on admission show- 
ed 4.15 million red cell count with 74% 
hemoglobin, and a white cell count of 
6,600 with 58% polymorphonuclears. 
Twelve hours after admission, the white 
cell count rose to 35,500 with 81% polys. 
Repeated blood examinations showed a 
gradual drop in the white blood count. 

The blood culture taken soon after the 
initial temperature rise showed innumer- 
able colonies of gram-negative diplococci 
which were subcultured on enriched 
media in 10% cargon dioxide atmosphere 
and identified by sugar fermentation and 
agglutination reactions as meningococ- 
cus. Repeated blood and spinal fluid 
cultures were negative. 

Blood sulfadiazine levels varied be- 
tween 16 and 11 mgm.% during the 
first twenty-four hours. Subsequent lev- 
els were 9 mgm. and 6 mgm.% during 
the third and fourth days respectively. 

Blood non-protein nitrogen and chlor- 
ides were normal. 

This case is of particular interest be- 
cause of the remarkable clinical response 
obtained by the prompt intravenous ad- 
ministration of a relatively large dose of 
sodium sulfadiazine, together with im- 
mediate supportive therapy already de- 
scribed. Within twelve hours after the 
patient appeared in extremis, he was 


comfortable, alert and had a normal 
temperature. It is also of unusual in- 
terest because, unlike most cases of 
acute meningococcemia, it was under 
observation practically from the onset. 

Adrenal cortex extract was perhaps 
administered empirically. The reason 
was twofold: First, the clinical picture 
was that of profound shock, and second, 
post-mortem findings in this disease 
showed marked supra-renal damage. The 
exceptionally large dosage of intraven- 
ous sulfadiazine was indicated because 
of the overwhelming nature of the in- 
fection and the necessity of obtaining a 
high blood level as soon as possible. No 
toxic effects of the sulfadiazine were 
noted in the blood or urine with levels 
as high as 16 mgm.%. 

Summary: A brief review of the liter- 
ature and clinical aspects of meningo- 
coccemia is given. 

A case of acute fulminating menin- 
gococcemia in a four-year old boy is 
described in which a dramatic response 
to intravenous sodium sulfadiazine and 
parenteral adrenal cortex is illustrated. 

263 High St. 

Bibliography 

1. Salomon, H.—Veber Meningokokken 
Septicamie Wonnschr. 39: 1045-1048: 1902 

2. Heinle, R. W.—Meningococcic Sep- 
ticemia: Report of Five New Cases 
Arch. int. med. 63: 565-583; 1939 

3. Aegerter, E. E.—The Waterhouse- 
Friderichsen Syndrome J.A.M.A. 106: 
1715-1719; 1936 

4. Schwenther, F. F., Gelman, S., and 
Long, P. H.—The Treatment of Meningo- 
coccic Meningitis with Sulfanilamide 
J.A.M.A. 108: 1407: 1937 

5. Dimson, S. B.—Chronic Meningoco- 
coccal Septicemia Treated with 2—(p- 
aminobenzenejhonamide) Pyridine Lan- 
cet 2: 424-426: 1938 

6. Levy, G. J.—The Treatment of In- 
fections Diseases with Sulfanilamide 
Memphis M. J. 12: 192-197: 1937 


Coming Articles 


Nutrition—“Hidden Hunger” 


Differential Diagnosis of Puritus Vulvae 


Diagnostic Errors (GRADUATE COURSE) 


Karnaky 
Alvaro, Smith, Gorrell 


Oral Treatment of Tuberculosis with Diasone 


Disabilities and Diversions 





Courtesy of the Franklin Institute 


BENJAMIN FRANKLIN 





E tein 


Benjamin Franklin’s Contributions 
to Medical Science* 


By PROFESSION, Benjamin Franklin 
was a printer and publisher. Much is 
known of him as Franklin, the states- 
man, the inventor, the engineer, the 
agriculturist, the oceanographer, the 
meteorologist, the botanist, the physicist 
and a host of other talents. But one of 
the least known facets of Franklin’s 
multi-sided nature is that of medical 
scientist. Yet his contributions to the 
field of medicine were important and 
one of his chief interests was the study 
and cure of disease. 

Although he had no formal education 
in medicine or M. D. title, his research 
on the common cold, lead poisoning and 
other ailments, was outstanding. 

As a pioneer in the diagnosis of lead 
poisoning he wrote that he had long be- 
lieved lead poisoning to be due to “a 
metallic cause only; observing that it 
affects, among tradesmen, those that 
use lead, however different their trades: 
as glaziers, letter founders, plumbers, 
potters, white-lead makers and painters.”’ 

Drawing on his own background as a 
printer, Franklin expressed in another 
letter the belief that lead poisoning 
among typesetters was due to the par- 
ticles of metal swallowed with their food 
by slovenly workers who ate their meals 
without washing their hands. 

Even though he could never have 
heard of germs or virus, Franklin de- 
duced that colds were carried by ‘‘par- 
ticular effluvia in the air.’’ He also 
believed that colds were contagious. 

His theory maintained that colds were 
spread by crowds gathered in unventi- 
lated quarters and breathing foul, stag- 
nant air. His theories on air conditioning 
were developed as a corollary to this 
observation. 

In illustrating how colds may be pre- 
vented, Franklin advised frequent bath- 
ing (in an era when baths were regarded 
as unwholesome), regular physical ex- 
ercise, sound diet and fresh air. No mod- 
ern physician could give sounder advice. 


In Europe, Franklin’s good medical sense 
was so respected, that Dr. Jan Ingen- 
housz, the court physician to Maria 
Theresa and Joseph II, sought his advice 
before inoculating the young princes of 
the imperial family. 

One of Franklin’s sagest observations 
on the subject of medicine was that 
“Quacks are the greatest liars in the 
world—except their patients.”’ 

Accordingly, he was instrumental in 
debunking the ‘animal magnetism’”’ 
therapy cure practiced by Friedrich 
Mesmer. 

Franklin, as a member of the Royal 
Medical Society of Paris, was appointed 
by King Louis XVI to serve on a com- 
mission examining Mesmer’s doctrines 
and experiments. It was largely through 
the sagacity of Franklin’s report that the 
charlatan’s hocus pocus was exposed 
and Mesmer was forced to discontinue 
his practice. 

The world is indebted to Franklin for 
the invention of bi-focal lenses. It was in 
1784, while Franklin was ambassador to 
France, that he developed this important 
optometric advance. The seventy-eight- 
year-old sage always wore glasses and 
he could not, without them, ‘distinguish 
a letter even of large print.’’ But the 
story is best told in his own words: 

“Before that year I had used two 
pair of spectacles which I shifted occa- 
sionally, as in traveling I sometimes 
read and often wanted to regard the 
scenery. Finding this change trouble- 
some and not always sufficiently ready, 
I had the glasses cut in half of each 
kind (of lens) associated in the same 
circle.’’ Thus one pair of glasses auto- 
matically corrected near and far sight- 
edness. 

Franklin also used his inventive gen- 
ius in the field of medicine. His brother, 
John, wrote him of his need of a flexible 
catheter, so in response he devised the 


*From information compiled by The National 


Franklin Committee, Philadelphia, Pa. 
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first flexible catheter known to American 
medical history. 

In response to a request of John Prin- 
gle, president of the Royal Society of 
Medicine, Franklin wrote an account of 
the beneficial effects of electricity on 
paralytic cases, which he had observed 
through experiments he himself con- 
ducted on paralytic victims. Franklin’s 
report was conservative. 

“T never knew any advantage from 
electricity in palsies that was perma- 
nent,’’ he wrote candidly. ‘‘And how far 
the apparent temporary advantage 
might arise from the exercise in the 
patient’s journey and coming daily to 
my house, or from the spirits given by 
the hope of success, enabling them to 
exert more strength in moving their 
limbs, I will not pretend to say.’’ 

> 


One should take good care not to grow too 
wise for so great a pleasure as laughter. 
—ADDISON 
+. 


Financial Arrangements 


A retired surgeon who once collected 
handsome fees told me that most of the 
medical profession prefer that patients 
be quoted a price in advance for a 
major job. 

I asked two friends who have prac- 
ticed on me what their groups think of 
preliminary financial talks. 

The dentist said that, on the whole, 
the financial talk, with a definite fee 
and schedule of payments, is the most 
satisfactory. Often a dentist cannot say 
in advance exactly what the final cost 
will be, but he likes to know that the 
patient is willing and able to pay $25, 
$50, or $100 a month so long as the 
work goes forward. 

The physician said the preliminary 
discussion of expense had been a com- 
mon procedure for many years. He con- 
tinued: “‘The desire of the patient to 
know what a major treatment may cost 
him is certainly an indication that he 
wants to make sure he can take care of 
the bill. It is also important for the 
doctor to know something of the finan- 
cial status of his patient and scale his 
fee to fit the purse.”’ 

From this brief investigation, the con- 
clusion is that the age-old question 
“How much?” is good form anywhere, 
everywhere, and any time. — Scully- 
Walton Mag., Sept., 1942. 

oe 


George Bernard Shaw once remarked that 
youth is such a wonderful thing it’s a shame 
to waste it on the young. 


Clinical Study in 
Private Practice 

For the physician who is interested 
in some special problem or who is in- 
terested in clinical research, there are 
certain advantages in general practice. 
The patient’s general course can usually 
be followed over a _ period of years, 
by personal contact or through friends 
and neighbors. The patient’s per- 
sonality can be analyzed so that sub- 
jective relief may be judged on the 
basis of the type of person involved 
(every year, articles appear extolling 
various methods of relieving dysmencr- 
rhea, yet no attention is paid the type 
of woman who claims improvement). 

Clinical research need be based on 
two things only; a few, well studied pa- 
tients and enough gumption to do a 
little thinking for oneself. 

With the medical journals teeming with 
articles concerning the diagnosis or 
treatment of five hundred or a thousand 
cases of this or that, the clinician, who 
sees only ten patients a day in his office, 
gulps and feels a heavy inferiority com- 
plex settle on his soul. 

He forgets that these large series are 
seen by many physicians, with various 
amounts of training (the young, inex- 
perienced house staff of internes and 
residents leave their marks on all hos- 
pital patients and their records), who 
commit their impressions to paper. The 
records are totaled up by other persons, 
so that second hand information becomes 
third hand before it is finally classified 
and written up. If a diagnostic error is 
made, and everyone makes them, the 
elaborately tabulated sheet of end-results 
becomes a little less valuable. 

Because the conclusions you may ar- 
rive at are different than those held by 
the authorities of the day, there is no 
sign to abandon your facts and cling to 
their theories. Every advance in medi- 
cine (and almost all sciences, for that 
matter) has been fought by the authori- 
ties of the day. In fact, if you make prog- 
ress enough and convince others that 
you know your stuff, you too become an 
authority and can then in your turn pro- 
ceed on their assumption that no one 
else knows anything worthwhile. 

oe 


The immaterial world is a firmer reality 
than the material.—HUXLEY. 
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Excretory Urography as a Kidney Test 


i use of excretory urography not 
only outlines the urinary tract but 
also permits a study of its function. 
DOSAGE: Excellent urograms may be 
obtained with a 20 c.c. dose of Diodrast, 
(35 per cent solution) in persons weigh- 
ing less than 132 pounds; whereas, 39 
c.c. should be used in heavier patients. 
For patients giving a history of allergy, 
epinephrine solution 1:1000, in a dose of 
0.2 ¢c.c. is offered as a_ prophylactic 
measure immediately before starting an 
injection of the contrast medium. This, 
we feel, gives added protection against 
allergic reaction. 

There should be an available tray in 
the room containing: 1 c.c. syringe, hy- 
podermic needle No. 19, intravenous 
needle No. 20, 3-inch intracardiac needle, 
tourniquet, hemostat, nasal catheter, 
air-way, ampoule file, rubber-capped 
bottle of epinephrine, rubber-capped bot- 
tle of atropine sulphate, an ampoule of 
caffeine sodiobenzoate and an ampoule 
of calcium gluconate. The roentgeno- 
grams are: 1, a survey of the abdomen 
in the supine position before the contrast 
medium is injected; 2, at 5 minutes 
after the completion of the injection in 
the supine position; and 3, at 15 min- 
utes in the inverted position (25-35 de- 
grees). 


The density of the kidney shadows, 
after the injection of a contrast medium, 
is slightly increased over that found be- 
fore the dye is administered. The ex- 
planation for the increased density is 
due to the contrast medium in the blood 
vessels and tubules of the kidney. If there 
is increased intraglomerular pressure, 
the kidney shadow gradually increases 
in density on the affected side (due 
largely to the iodine compound in the 
tubules), and one may observe a good 
example of a nephrogram; except in 
those instances where there is advanced 
kidney disease. Occasionally one sees 


shadows of the kidney that are quite 
dense even before the contrast medium 
is injected. 

If there is very little or no evidence 
of clearance of the contrast medium in 
the conventional thirty-to forty-five-min- 
ute roentgenograms, our technic includes 
additional roentgenograms made at the 
one and two hour intervals. From these 
there may be evidence of delayed clear- 
ance in the kidney tubules pelvis, or 
bladder. Intravenous urography can be 
converted into a satisfactory test of re- 
nal function. Normal subjects excrete 
approximately 45 per cent of the in- 
jected dose of Diodrast compound in 
thirty minutes, and reductions in the 
rates of iodine excretion are roughly 
proportional to variations in urea clear- 
ance. 


Ureters 


The ureters are quite variable in the 
normal subject. Serial roentgenograms 
are required to demonstrate the en- 
tire length of this organ. The diameter 
changes markedly due to peristalsis. 
There are several constrictions in the 
normal ureter, with intervening spindle 
like dilatations. The healthy organ can 
usually be determined very readily by 
studying the transportation of the urine. 
If the dye in the ureter is seen repeat- 
edly in all roentgenograms, or if it is 
not seen in any, an abnormality is 
present, which may be due to intrinsic 
ureteral disease or to kidney, bladder, 
retroperitoneal, spinal cord, or other 
lesion. 


Bladder 

The appearance time and density of 
the bladder dye will assist greatly in 
determining whether or not clearance is 
satisfactory. Often the dye is to be seen 
in urograms recorded five minutes after 
the contrast medium has been injected. 
Occasionally, in an early urogram, the 
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dye will appear on one side of the blad- 
der before it does on the other, which 
represents faster transport in the upper 
tract on that side, due either to normal 
variance or a lesion on the other side. 
Studies after urination will reveal the 
effectiveness of bladder.emptying, per- 
haps calculi in the lower end of the 
ureter, or other lesions in the ureters or 
bladder that are otherwise obscured by 
the bladder dye. Without obstruction, 
very little dye will be seen after voiding. 
—E. P. PeEnpercrass, in Radiol, Mar. 
1943. 
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Questions Concerning 
Salt Restrictions in Pregnancy 
Answered By L. S. Ketiocc, M.D., 
Assistant Professor of Obstetrics, 

Harvard Medical School, 

Boston, Mass. 


1. Does eclampsia occur when a pa- 
tient’s weight has not been permitted to 
increase more than twenty pounds dur- 
ing the term of pregnancy and sodium 
restriction has been used on the first 
appearance of edema? 

Answer: It may but a sodium restric- 
tion and weight control will greatly re- 
duce the incidence. 

2. Does a careful, repeated prenatal 
check markedly reduce the incidence of 
eclampsia? 

Answer: Yes, if the prenatal findings are 
intelligently applied. 

3. Has dehydration been widely used as 
a therapeutic measure? 

Answer: I do not know how widely but 
it seemed to be the general opinion at 
the Washington Conference that water re- 
striction or balanced intake and output 
of water is unimportant unless sodium is 
allowed in sufficient amounts to retain 
the water in the tissues in the form of 
edema. 
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Action of Sulphur Ointments 


Sulphur has two actions on the skin: 
(1) keratolytic, bringing about a shed- 
ding of the epidermis, and (2) kerato- 
plastic, stimulating the formation of ker- 
atin and regeneration of the skin tissues. 

Clinical application: When it is desired 
to cause the skin to shed, the sulphur 
should be mixed with petrolatum, as the 
sulphur is thus held against the skin 
for a longer period of time, due to the 
slow penetration of the petrolatum. 

For encouraging new growth of skin, 
the sulphur should be incorporated in an 
emulsion-type base, which penetrates the 
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skin rapidly and thus favors absorption. 
—E. A. StrakoscH, M.D. in Arch. Derm., 
Feb. 1943. 

(Sulphur is one of the most effective 
drugs that may be used in the tre:t- 
ment of skin diseases. Recent war notes 
indicate that it definitely stimulates new 
skin growth after burns.—Eb.) 
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Study of the Diaphragm 


The use of pneumoperitoneum (injec- 
tion of air into the abdominal cavity) 
permits study of the diaphragm roent- 
genologically. Weakness or eventration 
of the diaphragm is well shown. The 
solid abdominal organs can be demon- 
strated by pneumoperitoneum and the 
taking of films with the patient in var- 
ious positions.— E. W. BINTcLiFFE, F.R. 
C.S. in Proc. Royal Soc. Med., Feb. 1943. 


















































































































Fig. 1. A chest x-ray showing an elevation 
of the left diaphragm. A=lung; B=elevation 
of diaphragm. 


Fig. 2. X-ray taken after injecting 600 cc 
of air into the peritoneal cavity. C shows the 
elevation outlined by air below, thus making 
the diagnosis of eventration of the diaphragm. 
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Treatment of Urticaria 


The daily injection of calcium intra- 
venously (15 gr. in 10 cc. of water) often 
relieves urticaria remarkably. Estrogen- 
ic substance (Theelin or Plestrin in 2,000 
to 5,000 international unit doses) twice 
weekly, except during the week of the 
renses, has been a specific treatment 
in chosen cases. 

During an acute attack, 5 minim doses 
of adrenalin are given every 20 min- 
utes until 6 doses have been received. 
Adrenalin in oil or gelatin, in doses of 
0.5 cc., may have a more lasting effect. 

A full tub bath of warm or cool water 
is often followed by quick relief of itch- 
ing. The hand or foot should be put in 
water at different temperatures to see 
which gives satisfactory relief, then the 
tub filled with water at this tempera- 
ture. Sedatives are essential for rest. 
They should be used judiciously. Potas- 
sium chloride in doses of 45 to 60 grains 
daily (divided doses) may be helpful. 

Diet: All foods should be cooked, 
bread should be toasted. Milk, choco- 
late, cheese, shellfish and alcoholic bev- 
erages must be eliminated from the diet. 
No raw fruits or vegetables should be 
eaten. No salt should be added in cook- 
ing or at the table.—J. E. Srron, M.D. 
in Northwest. Med., Sept. 1942. 
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Spinal Anesthesia Precautions 


Injury to the nerve roots and spinal 
cord can be avoided by making a per- 
fect mid-line puncture, ‘‘in the middle 
of the center’? as Dr. Lundy says. To 
accomplish this the patient must be ex- 
actly placed with hips and shoulders ex- 
actly perpendicular and the spinal col- 
umn arched and horizontal. The needle, 
after being tested, should be inserted 
horizontally and as slowly as it is pos- 
sible to make anything move until it 
passes through the resistance of the li- 
gamentum flavun and then of the dura. 
If one encounters bony resistance, do 
not push, but withdraw the needle to 
the subcutaneous tissues, resurvey the 
land-marks and again insert it in the 
new direction. If, when thus slowly in- 
troduced, the needle should touch perio- 
steum or nerve tissue it may be with- 
drawn before any camage is done. 

Spinal anaesthesia cannot be produc- 
ed unless the needle is lying free in the 
subarachnois space so that fluid may be 
aspirated without hindrance. 

One should not inject slowly as this 
avoids dilution and causes the concen- 
trated solution to come in contact with 
the spinal cord, Lundy advocates injec- 


tion at the rate of one-half cc. per sec- 
ond.—RatPH T. KNIGHT, M.D. in Minn. 
Med., Apr. 1943. 
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Puerperal Fever 
Due to Gonorrhea 


A febrile attack during the puer- 
perium may be due to gonorrhea, A fe- 
male gonococcus carrier is in no sense 
an ideal patient for childbirth, Smears 
and cultures will show the gonococcus. 
—P. S. PeLtouze, M.D. in ‘“‘New Inter- 
national Clinics’’ (J. B. Lippincott Co.) 


(Patients that have been treated with 
one of the sulfonamides are especially 
liable to such flare-ups because the gon- 
ococcus may be carried in the genital 
tract.—Eb.) 
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Quiz Yourself at Home 


One statement made by many physi- 
cians who have been in practice for 5 
to 15 years is that they ‘‘wish they could 
go back to medica! school again, and 
brush up on material that has long since 
been forgotten or didn’t seem important 
at that time.”’ 

The editor wishes that he could, too. 
As he can’t and you can’t, several meth- 
ods are being employed by Clinical Medi- 
cine to keep our stock of medical knowl- 
edge accurate. 

1. The ‘‘Graduate Course’’ involving 
discussions of various surgical and medi- 
cal problems has been in operation for 
1% years. Those readers vocal enough 
to write or talk have liked them. If you 
don’t like them, or wish them arranged 
differently, please drop a card and tell 
us so. 

2. The articles now being printed are 
solicited by ourselves with the needs of 
the general man being kept in mind. 
They must be brief, must consider meth- 
ods of diagnosis or treatment that may 
be employed by most practitioners or 
available to them, and_ preferably, 
should deal with common conditions, 
especially those that may be helped. As 
the cardiologist Levine has said, ‘“‘It 
seems futile to spend weeks drilling the 
diagnostic points concerning an incur- 
able disease such as subacute bacterial 
endocarditis into students, when they 
could be learning about curable illnesses, 
such as heart disease caused by goiter. 

3. As a third method of postgraduate 
study, it has been suggested that we take 
the National Board of Medical Examin- 
ers questions and answer a few in each 
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issue. These questions cover all subjects 
that were pushed at you in medical 
school, The National Board has gracious- 
ly permitted us to use them for this 
purpose. A typical question in Anatomy 
(Feb. 1938) is this: 


QUESTION 


Give the important anatomical differ- 
ences between the humerus of a child 
of 15 and a man of 30 years. In cases of 
violent accident, what practical impor- 
tance might the differences have? 


Fig. 1, A. illustrates a green-stick fracture 
of the radius in a child between 4 and 8 years 
of age (after Rose and Carless). 

Fig. 1, B. shows (1) an epiphysial separa- 
tion of the tibia at the ankle, (2) an accom- 
panying fracture of the fibula above the 
normal fibular epiphysis (3), and (4) point 
to a backward separation of the tibial epiphy- 
sis (redrawn from Key and Conwell). 


PINS 
“tres 


Ze 


Fig. 2, A. depicts a separation of the radial 
epiphysis and also a marked separation to- 
gether with a ‘‘chip’’ fracture (F). 


Fig. 2, B. shows (1) the epiphyseal disc 
(E.D.) in the head of the humerus in a boy 
of 13 and (2) the remnant of the disc (E.D.R.) 
in a girl of 19 years. D indicates the diaphysis 
or main shaft of bone and E the epiphysis 
(after Toldt). 


Tenderness 


here No jomt tenderness 


Fig. 3 is a diagrammatic representation of 
the location of tenderness and swelling in a 
case, of epiphysial separation at the wrist. 
The tenderness is not at the joint (junction 
of the radius and the small bones of the 
wrist), but back at the epiphysial line, and is 
usually accompanied by swelling. 


_ANSWER 


Type of Bone 


Tough, elastic bone contain 

ing much fibrous tissue and 

salts. | 
Cartilage still present at epi- | 
physial line (see Fig. 2.B.) | 
so epiphyseal separation may | 
result. | 





Age 


Below 19 
years 


Bones gradually become more 
brittle owing to a diminution 

of the elasticity of the fibrous | 
tissue, not to an increase of | 
the salts (Rose and Carless). 





Fractures 





Type of fracture at that age 


Fractures are common due to 
frequent falls. 


4-6 Bones often bend to produce 
green stick fractures. 


Injuries near joints may re- 
sult in epiphysial separation 
(especially between 6 and 15). 


Fractures are more frequent 
because bones are more brit- 
tle. 





Below 
19 


Over 
40 


Diagnosis of Epiphysial Separation 
A “‘sprain’’ in children and young ado- 
lescents may actually be a separation 


of the epiphysis. There is usually a 
distinct swelling of the bone close to 
the epiphysis; the neighboring joint is 
not affected. X-ray: The separation is 
visible on the x-ray film, if sufficient 
ossification has taken place. X-ray is 
of less value in very young children 
or when the displacement is so slight 
that it cannot be seen (Christopher). 
The external appearance is indicated in 
Fig. 3. A small bone ‘‘chip’’ may often 
be visible (Fig. 2,A). 

Cause: Violence; occasionally from 
pathologic changes of syphilis, rickets, 
scurvy, acute osteomyelitis or tubercu- 
losis. 

Treatment: It is handled like a frac- 
ture. The broken epiphysis is worked 
back into place and a cast applied. 
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Sulfonamide Treatment of 
Measles and Mumps 

The use of sulfonamides in the treat 
ment of mumps did not significantly 
diminish the length of the illness or the 
number of days of fever; nor did it de- 
crease the percentage of orchitis as 
compared with control and serum 
therapy. 

The use of sulfonamides in the treat- 
ment of measles did not diminish the 
length of the disease or the number of 
days of fever; nor did it hasten the dis- 
appearance of the rash as compared 
with control therapy. 

The symptomatic treatment of meas- 
les and mumps was as successful as 
treatment with sulfathiazole, sulfapuride 
and sulfanilamide.—A. G. HarremM., Inter- 
national Med. Dig., May 1943. 

= a 


Neurosis 


It is extremely unfortunate that draft 
boards are so concerned with standards 
of physical fitness that they let psyco- 
path after psychopath go on into the 
Army. Such men are usually weaklings 
and misfits who can never be good sol- 
diers, and who will only turn into the 
type of disabled veteran who spends the 
rest of his life demanding that his Con- 
gressman get him special medical treat- 
ment and a larger pension, Ross points 
out that the average soldier is a bit of a 
child who has to be taken care of by 
his officers. The French are constantly 
recognizing this fact as their officers 
address their men as ‘‘mes enfants.” 

Ross emphasizes the tremendous im- 
portance of not saying anything alarm- 
ing to the soldier who has just been 
brought in, injured. Naturally, his main 
thought is, ‘‘How badly crippled am I 
going to be?’’ and it will be so easy then 
for the surgeon to suggest, by some 
carelessly uttered word, that the situa- 
tion is a hopeless one. If the soldier gets 
this idea, he may go on for years with a 
crippling neurosis due to fear. Worse 
yet, like many neurotic persons, he may 
fail to tell anyone of his fear. He may 
keep on as he is, either because he is 
ashamed to admit he is fearful or be- 
cause he is afraid of hearing the worst. 
Many persons with a beginning nervous 
breakdown are terribly afraid that they 
are going insane but they will not men- 
tion this devastating fear to the attend- 
ing physician. As Ross says, it is im- 
possible to treat effectively an anxiety 
state without finding out just what the 
patient is anxious about. Often, even 
when the soldier is physically injured, 


his main trouble and the one which keeps 
him disabled is his fear of the future. 

Ross felt that in the last big war shell- 
shock would never have been heard of 
so frequently if the soldiers hadn’t dis- 
covered that this diagnosis would get a 
man sent back from the front. One trou- 
ble with soldiers is that they are so 
afraid of being shamed by being called 
neurotic or being told that they have a 
neurosis. Hence, every effort should be 
made to get the soldier to see that it is 
not a disgraceful thing to be nervous. 

Highly significant, is Ross’s statement 
that during the last war the military 
authorities were much too reluctant tc 
give in and admit that it was useless to 
return to the front line, men with a 
chronic neurosis. Such men only cracked 
up again. Ross doubted whether over- 
work is a common cause of neurosis. 
Worry is much more important. 

The break-up of family life and the 
long separation of husband and wife 
caused by war duty has a serious effect 
on some men who become jealous and 
suspicious, and wonder what the wife is 
doing at home. This tends to wreck the 
nervous system and to interfere with 
the man’s work. For this and other rea- 
sons, big efforts are now being made to 
supply soldiers with a constant stream of 
letters from home.—Am. J. Dig. Dis., 
April 1943. 

- 


Diet and Muscular Disease 

A subscriber writes to inquire if there 
is any special diet that is effective in 
treating muscular disease. The inquiry 
was referred to Dr. Meyer M. Harris, 
722 W. 168th Street, New York City, who 
answered, “I do not know of any spe- 
cial food factors, which are not contro- 
versial, which can be recommended at 
the present time in the treatment of 
muscular disease.”’ 

> 


Tubal Division for Salpingitis 

Removal of the uterine tube is far 
from a perfect treatment for salpingitis. 
The ovaries often must be removed, or 
if left, are so deprived of circulation 
that atrophy and menopausal changes 
are inevitable. The operation is often 
technically difficult, with a mortality 
rate of over 1 percent and a high rate 
of morbidity. Salpingitis tends to cure 
itself, 

Technic: The tubes are divided close 
to the uterus, the lateral cut end is 
attached to the anterior surface of the 
uterus and, if possible, the pelvic struc- 
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tures are restored to their normal posi- 
tion. There have been no deaths and few 
postoperative complications. Results have 
been good.—PuHimie Jacosson, M.D., in 
Va. Med. M. April, 1943. 


e 
Treatment of Diabetic Coma 


Treatment of diabetic coma may be 
expressed by two tables: Table 1 indi- 
cates the diagnostic factors in diabetic 
coma; Table 2 points out the specific 
dosage of regular and protamine zinc 
insulin, For every unit of insulin given, 
we administer 2 Gm. of dextrose (glu: 
cose). When respiration is too shallow 
or decidedly irregular, 10 to 20 Gm. of 
sodium bicarbonate are given intraven- 
ously. Oxygen is useful when breathing 
is bad.—J. H. Baracw, M.D., in Am. J. 
Dig. Dis., Apr., 1943. 


Poor Vision in One Eye 


The management of defective vision 
in one eye (monocular refractive error) 
should not consist in the prescribing of 
glasses, if the other eye has normal 
vision. If a correcting lense is placed 
before the affected and plain glass be- 
fore the normal eye, an imbalance in 
visual function is produced because of 
the altered size of the image and the 
differing focal length of the eyes. The 
patient cannot use both eyes because 
of confusion in binocular single vision, 
and is really worse off than before. It 
should be remembered that a person 
with good vision in one eye and good 
hearing, is- almost as efficient as a 
person with good vision in both eyes. 
—Hersert C. NesretT, M.D. in South. 
Med. & Surg., Mar. 1943. 


TABLE I 
Diagnostic factors in diabetic coma 


Severity Index *] 


. Age 
. Duration 





Profound Profound 





. Blood pressure—Diastolic _ 
. Blood sugar 
. Plasma CO2—vol. % 





. Blood urea nitrogen or 
non-protein nitrogen 


. Infection 
. Complications 





. Degree of unconsciousness 


Drowsy | Semi-conscious | Unconscious 


100 
oe +++ 


Coffee-ground; C. V. Ren. 
vomitus 


<x rm 
C. V. Ren. 


Completely 
but responds | unconscious | unconscious 





To evaluate seriousness of a case of diabetic coma, checkmark each severity index factor (1 to 8). 

Column containing maximum number of checks indicates degree of coma and insulin dosage. 

In addition to above, evaluate, glycosuria, leukocytosis, diacetic acid acetone, body temperature, 
fever, rapid pulse, respiration, albuminuria, showers of casts. 


TABLE II 
Treatment of diabetic coma. Insulin—glucose—salt solution 





Regular 

Subcu- 
tane- 
ously 


Degree /|Total Insulin||Protamine | Regular 
of Coma Units Subcutane-| Intra- 
ously venously 


Glucose Grams Fluids 


ec. Per Day 
Per Hour 


Per Day 
Mild 


Moderate 


100 to 150 50 to 75 | 25 to 37 | 25 to 37 
200 to 250 100 to 125 | 50 to 62 | 50 to 62 
300 to 350 150 to 200 75 15 


Profound | 400 or more 200 100 


Give 2500 cc. for 
5 to 10 grams) 100 to 200 every 100 Ibs. of 


patient’s body 
10 to 20 grams] 200 to 400 weight, 1000 ce 
every ours 
300 to 400 full amount. 
300 to 400 |Rate 15 to 20 ce. 
;per minute. 


Severe 20 grams 


100 20 grams 


. After admission, take blood for analysis. Give the three doses of insulin at once. 


. Insulin for subcutaneous use should be divided into 3 or 4 portions and injected into different 
sites for better absorption. 


. Glucose is given hourly as per schedule; by mouth, gavage, skin or vein. 

. Glucose by mouth may be given as pure glucose, honey or corn syrup (Karo Syrup) mixed 
with water or tea and flavored with lemon juice. 

. Gastric lavage, enema and external warmth when necessary. 

. Once the insulin is given, adequate glucose administration is imperative. 


. The routine is for an average patient of average body size; extraordinary cases require 
individual adjustments. 


~~ wee ee ee 
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Diagnosis of Chorea 

The presence of muscle weakness, 
personality changes, emotional disturb- 
ances and dystonia in children of school 
age should lead one to suspect chorea. 
Test: The patient, while sitting com- 
fortably, is asked to place his hands 
palm downward lightly on the hands of 
the examiner which are held palm up- 
ward, and to place his tongue gently 
between his lips without biting and to 
remain quiet for a few moments. The 
normal five year old will be able to 
remain very still for several moments. 
The choreic youngster will be detected 
by his uncontrolled movements. Muscle 
weakness and instability can be detected 
by asking the child to squeeze steadily 
the examiner’s fingers —Armp E. Han- 
sEN, M.D., in J.A.M.A., Mar. 27, 1943. 

> 


“Irritable Bladder’? and Cervicitis 


The symptoms of “‘irritable bladder’’ 
or cystitis are often produced by a 
chronic infection of the cervix. Deep 
cauterization, which destroys the deep 
cervical glands, will cure the infection 
and relieve the symptoms.—R. D. HEeEr- 
ROLD, M.D., in Chemotherapy of Gono- 
coccic Infections’ (C, V. Mosby Co.) 

> 


How Many Persons Have Syphilis? 

Inaccurate reporting in the public, and 
occasionally in the medical press, have 
given the impression that 10 percent of 
the population of the United States has 
syphilis. The conscientious physician who 
obtains a positive Wassermann report 
or definite signs of syphilis in one patient 
out of a hundred often feels that he is 
missing the diagnosis in many instances. 

This table indicates the figures from 
many sources; it is reproduced from 
the May issue of the American Journal 
of Syphilis: 


Pertussis: Diagnosis, Treatment 


A harsh and persistent cough appear- 
ing within 3 to 21 days after exposure 
to pertussis and unaccompanied by phys- 
ical signs in the chest, should make one 
suspect whooping caugh. The cough is 
usually first noted at night, and is later 
followed by vomiting.—E. THoMmpPsoN, 
M.D. 

Orange juice should be given in large 
doses in the treatment of whooping 
cough, as ascorbic acid has a favorable 
influence on the course of the disease. 

Belladonna should be tried in all cases, 
as it reduces spasm and secretion also. 
The dose should be small at first, then 
progressively increased until a_ thera- 
peutic effect has been obtained or signs 
of intolerance (fever, red cheeks, tachy- 
cardia) are observed. 


BR Tincture belladonna minims3to10 
Sodium bromide grains 2 
Syrup tolu 2s. 

Acqua chloroform ad dram 1 

Sig.: Three or four times daily. 


Ephedrine decreases bronchial spasm. 
In a moderately severe case it may be 
given alone or with belladonna. Dosage: 
1/12 gr. for an infant, increasing to % 
gr. for children of five and older.— 
F. Das, M.D. in The Prescriber, Mar. 
1943. 


+ 


Reducing Diet and Hypertension 


The failure to lose weight on low cal- 
oric diets is not due to the diet itself 
but to lack of cooperation or supervis- 
ion. When patients are kept in the hos- 
pital and fed only the designated foods, 
there follows a constant fall in weight. 
Obese, hypertensive patients may be 
entirely relieved of their hypertension 
by losing a good proportion of their ex- 
cessive weight.—Gerorce F. Dick, M.D. 
in Am. J. Dig. Dis., Apr. 1943. 


INCIDENCE OF SYPHILIS IN VARIOUS ECONOMIC STRATA 


SOURCE POPULATION 


Private practice, Indianapolis 
Insurance examinations, New York 
College students, U. S. 

College students, South 

Selectees and volunteers, U. S. 
Industrial Workers, Cincinnati 
Gibson County, Tenn. 

Tipton County, Tenn. 

Domestic servants, New Jersey 
Dependent mothers, New York City 
Welfare rolls, Fulton Co., Ga. 


% HAVING SYPHILIS 


WHITE NEGRO 


“OD 


le! 


2.68 
5.9 
24.77 

22.0 
10.8 
25.9 
17.1 
11.72 
34.0 
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Glass in the Eye 
e Glass may enter the eye without leav- 
ing any trace. If possible, obtain a piece 
of the glass which produced the injury. 
If this is not feasible, a piece of the 
same type of glass should be obtained. 
An x-ray of the eye is taken, with sev- 
eral glass fragments of different sizes 
placed on the x-ray plate. If these pieces 
cast a shadow on the x-ray film, one 
can expect that a similar piece, hid- 
den in the tissues of the eye, would also 
be revealed. Otherwise, one can only 
surmise by physical signs or symp- 
toms which are present or may develop. 
Glass may remain inside the eye in- 
definitely without doing any more harm 
than that which occurred during its en- 
trance, so that when usefui vision per- 
sists in the face of injury from glass, 
conservative treatment is the wiser. — 
E.E.N.T.M., Mar. 1943. 


Corneal Vascularization 

@ Burning sensations in the eyes, sore- 
ness and swelling of the eyelids, photo- 
phobia and dimness of vision, together 
with invasion of capillaries toward the 
center of the cornea and corneal cloudi- 
ness, may be due to a lack of riboflavin 
(vitamin B.). Treatment: Daily oral or 
intramuscular administration of ribo- 
flavin.—Nutrition Rev., May 1943. 


(There has been much disagreement 
about results obtained by such therapy. 
Some persons do not absorb vitamins 
well when given by mouth. It might be 
best to give the whole vitamin B com- 
plex by intramuscular injection twice 
weekly.—Eb.) 


Treatment of Allergy 
@ The symptoms of an allergic disease 


(itching, eczema, breathlessness, and 
asthma, and hives) will disappear 
within twenty minutes after the hypo- 
dermic injection of 3 cc. uf duodenal 
extract. Continuation of this treatment 
will permanently restore the patient’s 
health. Freedom from symptoms can 
usually be maintained by injections given 
at 48-hour intervals. — THomas Pauu, 
M.D. in Urol. & Cut. Rev. Feb. 1943. 
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THERAPEUTICS 


“Neurasthenia” and Undulant 


Fever 

@ Almost every patient with chronic un- 
dulant fever (brucellosis), is sooner or 
later diagnosed as a neurasthenic. He 
complains of weakness, poor appetite, 
constipation, mild abdominal cramping, 
weight loss, backache, bloating after eat- 
ing, loss of sexual desire and so on 
Insomnia, restlessness, depression and 
irritability are common. 

A history of the use of raw milk or 
uncooked meat, or of contagious abor- 
tion in a farmer’s herd, is a diagnostic 
aid. 

Patients with brucellosis often improve 
dramatically after a course of vaccine, 
so that this may serve as a therapteutic 
test. — Dan URrscHEL, M.D. in J. Ind 
S. M. J., Feb. 1943. 


Syphilis and Neurologic 
Manifestations 

© Syphilis does not cause neurologic 
signs or symptoms until it has entered 
the central nervous system, in the third 
(late) stage. A positive blood Wasser- 
mann test does not justify ascribing neu- 
rologic symptoms to syphilis. A positive 
spinal fluid Wassermann test and col- 
loidal gold curve indicate that neuro- 
syphilis is present (multiple sclerosis 
may produce a paretic type of colloidal 
gold curve.—J. D. CampsBett, M.D. in 
South. Med. J., May 1943. 


Estrogenic Therapy of 
Hyperthyroidism 

e The administration of estrogenic sub- 
stance (stilbestrol, Progynon or Ovocy- 
clin) resulted in the subsidence of signs 
and symptoms of hyperthyroidism, ex- 
cept for the exopthalmos and hyperten- 
sion, in a small series of severely hyper- 
thyroid patients. Five mg. of stilbestrol 
were given daily or 10,000 units of 
Progynon were injected weekly.—W. E 
SHUTE, M.D. in Canad. M. A. J., May 
1943. 


The Treatment of Facial Tic 

@ Facial tic may be treated (1) by the 
injection of huge doses of vitamins B 
and C intravenously and (2) alcoho! in- 
jection of the nerve.—WAYNE SLAUGHTER, 
M.D., 55 E. Washington St., Chicago, 
Illinois. 
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TNWAGNOSTIC POINTERS 


Mesenteric Lymphadenitis 


e The pain in mesenteric lymphadenitis 
resembles that seen in acute appendicitis 
except that it is intermittent rather than 
constant. The pain is epigastric or peri- 
umbilical, aching and moderately se- 
vere. Tenderness extends over the root of 
the mesentery; an area of maximal ten- 
derness in the right lower quandrant ex- 
tends superiorly and to the left across 
the umbilicus.—R. W. PostterHwarr, 
M.D. in Mil. Surg., Nov. 1943. 

Fig. 1. Mesenteric lymphadenitis: The 
greatest area of tenderness is in the 
right lower quadrant. Other areas of 
tenderness follow the root of the mes- 
entery superiorly and to the left above 
the umbilicus. X’s indicate tender areas. 


Sputum Diagnosis of Lung Cancer 
@ Examination of the sputum with the 
Dudgeon wet-smear method will demon- 
strate carcinoma of the lung in two 
thirds of affected patients. 

Technic: A fresh specimen expector- 
ated in the morning, coughed up shortly 
after examination, or obtained by as- 
piration through a bronchoscope, is best. 
Blood streaked and solid particles should 
be picked out of the sputum (preferably 
placed on a black background for con- 
trast), spread thinly on slides, immersed 
in Schaudinn’s solution for 20 minutes, 
washed for 2 minutes in 70 percent al- 
cohol containing a trace of iodine to 
remove excess mercuric chloride, wash- 
ed in distilled water, stained with 
Mayer’s haemalum for 1% to 2 minutes, 
blued with tap water, counter-stained 
with eosin for 2 minutes, dried and 
mounted in Canada balsam. 

Failure to find cells does not rule out 
cancer.—F. J. SamsBrook Gowar, M.D., 
in Brit. J. Surg., May 1943. 


Brucellosis—Undulant Fever 


® Unlike other diseases, brucellosis has 
been shown to cause definite changes 
in every organ and tissue in the body. 
This accounts for the many clinical 
types. An acute onset is frequently not 
found. There are no pathognomonic signs 
or symptoms. Fever of the acute type 
may persist for 1 day or many weeks. 
The chronic phase may persist for years 
without an acute exacerbation, or, acute 
phases may occur at irregular intervals. 








Weakness, vague pains, obscure head- 
ache, arthritis, myalgia, neuralgia eii- 
gastric distress, cough, mental depres- 
sion, isomnia and many other symp- 
toms may appear. Weakness and fatigue 
are the most common symptoms. No 
physical findings are consistently found. 
A low grade fever (up to 99.5 or 100° F.) 
is frequently present. 

Agglutination tests are usually positive 
only during acute episodes with fever 
or immediately following them. The skin 
tests are not specific. The only positive 
laboratory test consists in isolation of 
the organism, a difficult procedure. Ag- 
glutination tests should be performed for 
B. meltitensis and B. abortus.—H. J. 
Scumot, M. D., in New Orleans Med. & 
Surg. J., Aug. 1943. 


Expiratory “Push”; 
Simple Pulmonary Test 


e A simple, clinical method of deter- 
mining if marked pulmonary pathologic 
change is present is to have the patient 
breathe out forcefully with open mouth 
against the examiner’s palm (Volhardt’s 
test). There is either a marked lessening 
of the stream of air or none at all in 
such patients. As the patient improves, 
the ‘“‘push”’ of air improves. Exact stud- 
ies show that the vital capacity of the 
lungs improve in the same ratio.—R. 
ScHatTzk1, M. D., in Ann. Surg., June 
1943. 





(The occasion of the Cocoanut Grove 
Night Club fire in Boston furnished 
many patients with burns of the skin 
and also of the bronchi and bronchioles. 
This simple test may indicate those 
patients who have pulmonary compli- 
cations.—Eb. 


Diagnosis of Trichinosis 

eMuscle pain, swollen jaws and puffy 
eyes following a gastrointestinal upset, 
with eosinophilia suggests trichinosis.— 
T. L. Vocet, M. D., in Wis. M. J., Sept. 
1943. 


CLINICAL MEDICINE 


NEW BOOKS 


Any book reviewed in these columns 
will be procured for our readers if the 
order, addressed to CLINICAL MEDI- 
CINE, Waukegan, Ill., is accompanied 
by a check for the published price of 
the book. 


For knowledge, peace, or joy, one need 
but look among the pages of a well- 
thumbed book.—GEorcE Burt LAKE 


Sa 


ENDOMETRIOSIS 


Goodall 


A STUDY OF ENDOMETRIOSIS, ENDOSAL- 
PINGIOSIS, ENDOCERVICOSIS AND PERI- 
TONEO-OVARIAN SCLEROSIS: Illustrated. 

By James R. Goodall M.D., formerly, 

Professor of Clinical Gynecology and Ob- 

stetrics, McGill University; Consulting Staff, 

Royal Victoria Montreal Maternity Hospital; 

Consultant in Charge of Gynecology, St. 

Mary’s Hospital, Montreal; Consultant to 

the Saranac General Hospital, Saranac, 

N.Y.; Consultant to the Alice Hyde General 

Hospital, Malone, N.Y.; F.A.A.G.O.A.S, F. 

R.C.0.G., Society, ete. J. B. Lippincott Com- 

pany. 1943. Price, $5.50. 

For those who have felt that endometriosis 
was a_ thoroughly understood subject, this 
book will be a revelation. Despite the opinion 
of surgeons and radiologists, ovarian function 
is not always essential to the continuation of 
the process, as “Other organs can adopt a 
substitutive role in the absence of the primary 
sex organs.”’ 

Those who believe that endometriosis calls 
for very radical procedures, may ponder the 
fact that ‘60 percent of cases are arrested 
spontaneously, if given time and sufficient in- 
dividual reserve.”’ 

A tentative or probable diagnosis of endo- 
metriosis is made possible by study of 
material herein presented. 

The agent which causes endometriosis also 
operates upon the uterus, ovaries and vagina. 
these changes being usually overshadowed 
by the endometrial proliferation. This agent 
also causes a diffuse sclerosis of the lower 
abdominal peritoneum. These and many other 
thoughtful statements make the book a stimu- 
lating one. 


eo 


MANAGING YOUR MIND 


Kraines and Thetford 


MANAGING YOUR MIND: You Can Change 
Human Nature. By S. H. Kratves, M.D., 
Associate in Psychiatry, University of Illi- 
nois, College of Medicine; Assistant State 
Alienist, State of Illinois, and E. S. Thetford. 
New York: The MacMillan Company. 1943. 
Price, $2.75. 

This book is a joy to read. It diseusses in 

everyday language the problems that make 

life worrisome and tells the lay patient why 
he has symptoms of “‘heart’’ or ‘‘stomach”’ 
trouble, why his marriage (or hers) doesn’t 
go along well, how he can grow up mentally, 
how he can become more self-reliant. 

It is well written, with witty and humorous 
ways of expressing the author’s views on these 


and many other topics that concern every. 
one trying to keep themselves adjusted to a 
changing, civilized world. 

There are few patients and fewer physicians 
who will not benefit by reading this book. 
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CLINICAL SIGNIFICANCE OF THE 
BLOOD IN TUBERCULOSIS 


Muller 


CLINICAL SIGNIFICANCE OF THE BLOOD 
IN TUBERCULOSIS. By Gulli Lindh Miller, 
M.D., Pathologist and Director of Labora- 
tory, New England Hospital for Women and 
Children, Boston; Formerly, Pathologist, 
Rutland State Sanatorium, Rutland, ass. 
New York: The Commonwealth Fund. 1943. 
Price, $3.50. 

Hematology is an important tool in the man- 

agement of the patient with tuberculosis. 

The author has taken 1,000 successive cases 

of tuberculosis and carried out 6,819 com- 

plete examinations of the blood. To date, 
there has been no material in the literature 
such as is incorporated here. 

Cytologic studies are sensitive indicators of 
active disease and subclinical reactivations, 
while corrected sedimentation rates are re 
liable guides to the subsequent destruction 
of tissue. Such studies are valuable as an aid 
in diagnosing, in estimating prognosis, in 
following the progression and regression of 
the disease and the effectiveness of various 
forms of therapy, and especially in evaluating 
the different forms of collapse therapy where 
physical signs and x-ray studies are obscured 
by the collapse. Changes in the blood reveal 
more subtle differences than fever or other 
clinical signs. This text is tremendously in- 
teresting to all who are interested in more 
careful studies and exact determination of 
a tuberculosis patient’s condition. 


* 


METHODS OF TREATMENT 
Clendening 
METHODS OF TREATMENT By Logan Clen- 
dening, M.D., Clinical Professor of Medi- 
cine, Medical Department, University of 
Kansas; Attending Physician, University of 
Kansas Hospitals, and Edward H. Hash- 
inger, M.D., Clinical Professor of Medicine, 
Medical Department, University of Kansas; 
Attending Physician, St. Luke’s Hospital, 
Kansas City, Mo. With Chapters on Spe- 
cial Subjects by J. B. Cowherd, M.D., Le- 
land F. Glaser, M.D., Thomas B. Hall, M.D., 
John S. Knight, M.D., H. P. Kuhn, M.D., 
Paul H. Lorhan, M.D., F. C. Neff, M.D. 
Don Carlos Peete, M.D., Carl O. Rickter, 
M.G., E. H. Skinner, M.D., O. R. Withers, 
M.D., and Lawrence E. Wood. M.D. EIGHTH 
EDITION. St. Louis: The C. V. Mosby Com- 
pany. 1943. Price, $10.00. 
This is the only text on treatment that gives 
details on all methods, including drug, im- 
munologic, endocrine, dietetic, .physicial, x- 
ray and radium, climate and psychotherapy. 
Exact methods are given so that the physician 
need not refer elsewhere. Many of these 
technics are to be found nowhere else in 
book form (for example, the therapeutic use 
of adhesive pe. the local use of magnesium 
sulphate in relaxing a spastic cblon, common 
sense physical therapy including use of wet 
packs and other simple materials to be found 
in any home or hospital). : 
As valuable as the material, is the reserved 
method of presentation. Here is no series of 
undigested clippings from various journals, 
but an up-to-date review of methods that work 
and that have a logical backgrbund. 
The book is divided into two main sections: 





— Tre (| 


NEW BOOKS 57 


first, the description of exact technics of 
treatment including infant feeding and sec- 
ond, the methods of treatment indicated for 
various diseases (cardiovascular, endocrine, al- 
lergy, infectious diseases, nutritional defi- 
ciency diseases, and so on). 

In this the eighth edition, there has been 
added these new subjects: treatment of in- 
tractable pain with cobra venom, bee venom, 
etc,; sciatica due to invetrebral disc her- 
niation; indications for surgery in hyper- 
tension; pneumococcic and influenza menin- 
gitis; the Kenny treatment of poliomyelitis; 
vitamin K_ therapy, the new conceptions of 
fat metabolism and acidosis in diabetes; the 
use of the newer insulins and digitalis glyco- 
sides, the new sulfonamide drugs, the treat- 
me - of Addison's disease and revision of many 
sections. 

This is the best balanced book 
ment, a one volume set. 


on treat- 
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A SYNOPSIS OF CLINICAL 
SYPHILIS 


Howles 


A SYNOPSIS OF CLINICAL SYPHILIS. By 
James Krirsy Howes, B.S., M.D., M.MS., 
Professor of Dermatology and Syphilology, 
Director of the Department, Louisiana State 
University School of Medicine; Senior Visit- 
ing Physician, Charity Hospital of Louisiana, 
New Orleans; Visiting Physician, to Touro 
Infirmary, Hotel Dieu and others. St. Louis: 
Cc. V. Mosby Company. 1943. Price, $6.00. 

The author has compressed the essentials of 
clinical syphilis into a pocket sized volume. 
The clinical appearance of lesions is well de- 
scribed and beautifully illustrated. Many prac- 
tical points of diagnosis and treatment are 
presented. For example: ‘‘No matter how the 
eruptions of the secondary riod are classi- 
fied, the understanding of the pathologic 
changes will be simplified if it is remembered 
that the various lesions represent different 
stages of a single process —the changes in 
macular lesions are initial and slight, those 
in papular lesions are later and well devel- 
oped, those in pustular and ulcerative lesions 
might be described as overdeveloped.” 

The interpretation of the blood serologic 
tests so often not understood by the practi- 
tioner is well discussed: ‘‘The physician who 
accepts, without further confirmation, a nega- 
tive serologic report on a patient with sus- 
pected syphilis, must accept a serious respon- 
sibility—an early case of syphilis may be 
denied cure because treatment is not begun 
- —, Other types of tests should be per- 
‘ormed.”’ 

And so on through the whole volume, which 
looks like the answer to the need for a book 
which could be read and referred to by a 
general practitioner who sees only a few of 
such cases (unless he deals with many colored 
patients) each year. 
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REGAIN YOUR FIGURE 
McConnell 


REGAIN YOUR FIGURE: How to Recover the 
Figure after Childbirth without ‘‘Strengthen- 
ing’ Exercises. By Lr.-Cot. J. K. McCon- 
NELL, D.S.O., M.C., Member of the Chartered 
Society < Massage and Medical Gymnastics. 
ge , Ohio; The Sherwood Press. 1939. 

rice, $2.00. 

The author has written a very interesting book 

for the lay reader. His suggestions as to avoid- 

ance of fixed movements, such as “holding 

in’ the relaxed abdominal wall, are good. 
Emphasis is laid upon prevention of postural 

defects during the course of pregnancy and 


a return to normal soon after delivery. The 
material on prevention of foot drop during the 
bed rest period, and on avoidance of pressure 
from sheets during this time, is worthwhile 
for all patients in bed. 

Sketches indicate the approved and non- 
approved methods of exercise. 
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THE NEUROMUSCULAR MATURATION 
OF THE HUMAN INFANT 


McGraw 


THE NEUROMUSCULAR MATURATION OF 
THE HUMAN INFANT. By Myrtle B. Mc- 
Graw, Associate Director, the Normal Child 
Development Study; Department of Pedi- 
atrics, Columbia University-Presbyterian 
Medical Center. New York: Columbia Uni- 
versity Press, Morningside Heights. 1943. 

Price, $2.00. : q 
For those who are interested in the details of 
the process by which the normal child learns 
to adjust his nervous and muscular system 
to the outside world, this book may well be 
recommended. 

It is such diligent research and study that 
gives medicine its solid foundation of fact. 
The studies have been carried on for over ten 
years. Text and illustrations depict for ex- 
ample such a process as _ the positions and 
movements involved in rolling from a supine 
to a prone position (‘‘The newborn infant 
differs noticeably from the newborn of other 
species in that the infant is unable to turn 
from a supine to a prone position’’.) 

The newborn infant when placed in water 
in the prone sition will perform rhythmical 
movements of the arms and legs sufficient to 
carry him forward for a short distance in the 
water. Swallowing of water and coughing 
are much rarer in the newborn than in older 
infants, thus indicating a persistence of the 
fetal reflex against breathing. 

These studies concerned themselves with 
motor activities common to the infant and the 
young child. The only real lack in the work is 
a summary of what has been learned, so 
that we may gain knowledge without spending 
precious hours on what is a limited field. 
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THE CHEMICAL FORMULARY: A Collection 
of Valuable, Timely, Practical Commercial 
Formulae and Recipes for making Thou- 
sands of Products in Many Fields of Indus- 
try. Volume VI. Editor-in-chief: H. Bennett. 
Brooklyn, New York: The Chemical Publish- 
ing Company, Inc. 1943. Price, $6.00. 

Within the covers of this book are to be found 
many practical formulae for adhesives, emul- 
sions, verages, cosmetics and drugs, food 
products, inks, oils and lubricants, alloys and 
their metals, paints and lacquers, soaps and 
cleaners, explosives and so on through most 
of the fields of industrial chemistry. 

The board of editors comprises industrial 
chemists from many industries. ‘‘Many a 
chemist on entering an industry soon finds that 
the bulk of the products manufactured by his 
concern are mixtures, blends or highly com- 
plex compounds of which he knows little. 
Even chemists with years of experience in 
one industry, spend considerable effort in 
acquainting themselves with a new field.’’ This 
up-to-date compilation of formulae for chemi- 
cal compounding and treatment solves prob- 
lems in many fields. 
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“CLINICAL MEDICINE is a mighty con- 
cise, mighty valuable, and altogether a 
most useful magazine. Keep it going in 
high.”"—Dr. J. W. G., Wisconsin. 
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